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DOCTOR WILLOUR HONORED 

At a dinner meeting in McAlester on May 
25, Dr. T. H. McCarley briefly told the 
story of Dr. L. H. Willour’s life with em- 
phasis upon his colorful professional ca- 
reer including his valuable contributions to 
military medicine during and after World 
War I: “He continued to hold a commission 
a Lt. Colonel and Colonel in the organized 
reserve until March, 1936, when at his re- 
quest he was placed on the inactive list and 
was retired in 1945.” 


Significantly, Doctor Willour is well 
known to the members of the Oklahoma 
State Medical Association because of his val- 
uable contributions to organized medicine. 
He was President of the State Association 
in 1918-19 and served as Councilor 25 years 
and as Secretary-Treasurer-Editor , seven 
years. He is the first Past President’ to re- 
ceive the 50 Year Pin. Considering his ac- 
complishments, Doctor Willour is relatively 
young and 50 years of service adds up to 
only half a century — much more is to be 
expected of him. 


THE TULSA MEETING 

The 58th Annual Meeting of the Okla- 
homa State Medical Association has passed 
into history. In many respects it was out- 
standing. The attendance was good; the 
motivating theme was service; the intellec- 
tual, scientific, and social amenities attained 
a high level. The guest speakers from all 
corners were well chosen and their contri- 
butions timely and constructive. In spite of 
grave problems the Council and the House 
of Delegates moved courageously and har- 
moniously to logical and apparently just, 
conclusions. 


The members of the Tulsa County Medical 
Society and their appointed representatives 
and agencies are due a vote of thanks from 
the entire State Association membership and 
particularly from the Oklahoma City office 
personnel. 

REFINEMENTS IN NEWBORN CARE 

There was exhibited at the meeting in 
Tulsa an ingenious contraption called an 
“air lock’. Its development and a relatively 


short experience with it was reported by 
Bloxsom'. 

The “air lock” is an air tight cylinder 
large enough to contain a newborn. Oxygen 
and compressed air are delivered into it at 
a constant rate and air and oxygen pressure 
builds up to a predetermined amount, usual- 
ly three pounds. An automatic valve then 
permits the gas to escape until the pressure 
is reduced to one pound at which point it 
begins to build up again. The period of time 
required for the cycle to be completed varies 
with the meter flow of the oxygen and com- 
pressed air. At an eight liter rate for both, 
it requires about 15 seconds and the oxygen 
is maintained at 60 per cent concentration. 
Such a procedure permits the asphyxiated 
baby to get oxygen under pressure and ex- 
perience with the “air lock” has been that 
the newborn’s color remains good in spite 
of the fact that respiratory movements are 
not established and that if the baby is not 
severely damaged, respiratory movements 
are normal when they are _ established. 


since the pressure changes result in the 
escape of fluid from the respiratory tract 
by simply bubbling out the mouth and nose. 
The instrument appears to be the best 
answer to the narcotized baby except limi- 
tation of analgesics. A better understanding 
of the necessity of oxygen in the newborn 
and a suitable means of supplying it should 
appreciably reduce the incidence of damaged 
and defective children, but does not obviate 
the necessity for vigilance against those 
things which produce anoxia. 

Inasmuch as the “air lock” is of great 
help in managing the asphyxiated baby de- 
livered by cesarean section, attention should 
be directed to a study of such babies by 
Gellis, et al.2 These workers pointed out 
that development of cyanosis and labored 
respirations in babies born by cesarean sec- 
tion sometime after respiration is establish- 
ed is frequently due to aspiration of vomited 
debris. In a small series of cases they 
showed that this can be prevented by 
esophageal and gastric suction immediately 
after birth. This procedure is rapidly be- 
ing accepted as part of the routine manage- 
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ment of section babies and is another life 
saving measure, particularly in the prema- 
ture. 

1. Bloxsom, Allan J. Ped. 37:311 (Sept.) 1950 

2. Gellis, S. S White, P.; and Pfeffer, W New Eng 
J Med. 240:533 (April 7) 1949 

ON THE LINE 

Two communications are on the writer’s 
desk. One is from the American Council of 
Christian Churches and the other from the 
Committee for the Nation’s Health. One is 
signed by Wm. Harllee Bordeaux, an en- 
lightened layman, the other by Channing 
Frothingham, M.D., who is in bad company. 
The following resolution unanimously pass- 
éd by the American Council of Christian 
Churches is so siginificant it is being repro- 
duced for the benefit of our readers. 

“The American Council of Christian 
Churches reaffirms its resolution of April, 
1949, against socialized medicine. Freedom 
of the individual, freedom of the doctor, and 
freedom of medical research are essential 
to the preservation of a free society. 

“We are aware of the fact that among the 
clergy and in certain church groups there 
is increasing pressure for government so- 
cialism beginning with socialized medicine. 
The leadership of Methodist Pink Bishop 
G. Bromley Oxnam on the committee for the 
nation’s health spearheading this drive is 
only a part of the over-all program to so- 
cialize the entire world under the guise of 
establishing the Kingdom of God. 


“The tyranny, corruption, confusion, de- 
moralization, and irresponsibility attendant 
upon any effort to make the state responsible 
for a person’s health will be a valid judg- 
ment of the Almighty God upon those who 
lightly esteem their God-given freedom. No 
state can assume either the responsibility 
which belongs to an individual or the prerog- 
atives which belong to God Almighty. 

“Christian people must expose and resist 
the campaign now being waged for socialized 
medicine. These appeals actually are based 
upon the lowest motives, including the offer 
of something for nothing in order to win 
votes.” 

The churches have helped make good 
Americans. Now by the grace of God they 
may help preserve true Americanism. 


EDUCATION IN CRIME 
An exciting story in a recent issue of the 
Daily Oklahoman causes one to wonder if 
prison walls provide protection for schools 
in crime where extensive courses are given 
to derelict youth in order that they may be- 
come experts in certain fields, The story 
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referred to above indicates that six young 
ex-convicts were apprehended and that a 
net is being thrown around 20 more. The 
story indicates nearly all of those appre- 
hended have been recently released from the 
penitentiary. 

It is charged that these experts are sup- 
plying narcotics to teenagers, mainly high- 
school pupils. Apparently their chief com- 
modity is marijuana, the “youth’s delight”, 

Idleness, unrest, curiosity and an innate 
spirit of adventure sharpen youth’s suscep- 
tibility. 

Here lies a medical problem which should 
be thoroughly explored. The youthful psy- 
chological susceptibility may represent a 
departure from the normal, or it may mean 
that the unwholesome environmental pres- 
sure has become too great for those in the 
lower sector of the accepted normal. At 
least here is a psychological and environ- 
mental field that needs plowing and careful 
working. It cannot be thoroughly covered 
without the aid of medical knowledge. The 
working over must include prisons. The 
knowledge at hand poses these significant 
questions: 

“Does it pay to put young people in 
prison ?” 

“Do they receive expert schooling?” 

“When they are still crude enough to be 
caught, shall we return them for postgrad- 
uate training”? Without an intensive survey 
of the situation one man’s opinion is as good 
as another. 


THE STATE MEDICAL ASSOCIATION 

AND THE WOMAN’S AUXILIARY 

It is doubtful if the medical profession 
as a whole realizes what a magnificent job 
the Woman’s Auxiliary of the Oklahoma 
State Medical Association has done during 
this season of unprecedented unrest, critical 
attitude and political propaganda against 
medicine as a free enterprise. The members 
of the state and local units have worked 
faithfully and with untiring zeal in behalf 
of organized medicine and in pursuit of its 
accepted objectives. The results of this or- 
ganized effort cannot be measured but it is 
safe to say that under present conditions the 
Auxiliary is indispensable. 

Fortunately, the members have had the 
good sense to champion the broad field of 
freedom in which medicine must find its 
manifest destiny. They have been wise 
enough to manifest a comprehensive interest 
in community and state projects which have 
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to do with individual freedom in the various 
pursuits of life, thus safeguarding the pro- 
fession of medicine. They are striving to 
make all people more conscious of their in- 
dividual rights and more appreciative of the 
privilege of living in a free country. 

The members of the State Medical Asso- 
ciation who are not familiar with the activi- 
ties of the Woman’s Auxiliary should wipe 
their glasses, dust their brains and see and 
appreciate what is being accomplished by 
this active, progressive and useful organi- 
zation. 

In order that the greatest good may ac- 
crue the two organizations should have the 
closest possible liaison with inielligent co- 
operation and enlightened coordination. 


THE GRIEVANCE COMMITTEE 

Regardless of the tone and quality of the 
members of the mediccal profession, as long 
as they must deal with the people who 
spend millions for Hadacol, we may have to 
call the committee occasionally. Again re- 
gardless of average tone and quality it is 
too much to hope that every doctor will have 
the poise, understanding, human interest, 
generosity and good judgment to make sure 
his patient-physician relationship is in good 
shape and that it will carry the weight of his 
fee without undue strain. When the least 
doubt exists, the strength of his relation- 
ship may be tested by a frank discussion 
and when found wanting by satisfactory 
adjustment. Nothing helps professional an- 
nual income like perennial patient satisfac- 
tion. Concessions to the poor are always 
profitable. Compromise with the prosperous 
may help bring prosperity. There is no 
profit in uncompromising controversy. The 
reputation of being reasonable is a coveted 
asset. 

In spite of everything the profession can 
do, both just and unjust charges may oc- 
casionally reach the committee but consid- 
ering the traditions of medicine, none of 
these should prove insurmountable. As soon 
as they are called to the attention of the 
doctor in question, he should employ every 
possible means to bring abeut an equable and 
amicable settlement. Certainly the doctor 
owes this to himself, to the patient, to the 
committee and to his profession. 

It is hoped that any doctor receiving a 
notice from the committee will remember 
that it merely represents an effort to be 
helpful and that it carries not even an 
implication of guilt. When this is under- 
stood, there can be no cause for offense. 
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WOULD TO GOD 


After studying the history of the world’s 
great postgraduate medical clinics, some of 
which have been destroyed by political in- 
trigue or the madness of war; and after 
contemplating their contributions to human 
welfare my inner cons¢iousness cried out 
“Would to God that there might be estab- 
lished at least one great world clinic on the 
art and science of government where quali- 
fied matriculants might receive genuine 
training in statesmanship.” 


Through the influence of these great med- 
ical clinics people throughout the world are 
healthier and happier and living longer but 
they have no haven. Their so-called security 
fails when genuine need arises. Having lost 
liberty and having forgotten the meaning 
of self sufficiency they are lost. Their gov- 
ernments are either dead or sick unto death. 
For want of vision the people of these re- 
spective countries have yielded to _ blood 
sucking parasites, better known as dictators 
and bureaucrats — drunk with power. 


What the world needs are a few bonafide 
statesmen of fearless integrity endowed 
with a broad knowledge of sound govern- 
ment. Statesmen with such qualifications, 
having the effect of a powerful vermifuge 
would scour all self-seeking worms from the 
body politic with restoration of health and 
vigor. 


Much medical knowledge of life saving 
significance has come through post mortem 
examinations. A great world clinic for the 
study of government should make available 
such a service. There has been no great gov- 
ernment pathologist since Edward Gibbon 
dissected the Roman Empire and attempted 
to correlate the symptoms of decay with the 
putrid organs of a dead government. It 
seems that there were no trained statesmen 
to profit by Gibbon’s example. A _ careful 
study of deceased governments before post 
mortem changes obscure the evidence might 
yield much valuable information especially 
when the symptoms and signs of decay are 
correlated with postmortem findings. 


Is not our government of sufficient im- 
portance to our happiness and comfort, and 
our future to justify the same scientific con- 
sideration now accorded our health. Preven- 
tion and cure of government ills would 
quickly eliminate the threat of socialized 
medicine which ranks high among such ills 
and which has initiated a hopeless decline 
in’ some of the best of nations. 
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SCIENTIFIC ARTICLES 
THE ARMY MEDICAL SITUATION * 


BriG. GEN. PAUL I. ROBINSON, M.C.** 


WASHINGTON, D. C. 


In discussing THE ARMY MEDICAL 
SITUATION, it is necessary to remember 
that our nation, during the past five years, 
has been in a peculiar post-war period. As 
is traditional, the Army began studying the 
mistakes it may have made during World 
War II in an endeavor to improve condi- 
tions which appear to be amenable to change. 
This was true of the Army Medical Service, 
and many changes had already been made 
to effect improvements, others were still in 
the process of study and implementation, 
when our nation was again forced into a 
conflict in Korea. This incident has, in turn, 
changed the entire national outlook, in that 
our nation and our Army are now carrying 
the lead in the role of “Defenders of Free- 
dom.” This concept has also caused further 
changes in the Army Medical situation. 


Following World War II the Army Medi- 
cal Service had lost a considerable number 
of its regular officers. In one of his initial 
charges to his staff, General Bliss stated 
“ that the key post-war problem of the 
Medical Department would be the securing 
of an adequate number of competent doc- 
tors...” He further warned “Don’t lower 
criteria for admission to the Regular Army 
in spite of the present shortage.” In the past 
four years we have had 1,908 applications 
for the Regular Medical Corps and we have 
kept our standards high, rejecting 436 of 
these applicants. While the Army still does 
not have its quota of Regular medical offi- 
cers, we have had a net gain of some 900 
during this four year period. In general, I 
believe the Surgeon General feels that his 
administration has been successful in procur- 
ring physicians for the Regular service, but 
this function is by no means complete. 

In our procurement for the Regular Corps 
we took advantage of the fact that we could 
pay a junior officer’s salary to those in in- 
ternships and residencies. We exploited our 
own facilities to the maximum in this re- 
gard and extended the program to civilian 





*Presented before the General Session of the Oklahoma State 
Medical Association, May 23, 1951. 

**Chief, Personnel Division, Office of the Surgeon General, 
U. S. Army. 


hospitals. We commissioned several hundred 
young physicians who had acceptable resi- 
dencies and internships in civilian hospitals 
and allowed them to remain in those hos- 
pitals for the completion of their training. 
We had definite goals for each one of the 
various programs, and these goals were sub- 
stantially met in all cases. Furthermore, the 
majority of the officers so obtained have been 
privileged to have had the opportunity to 
prove their mettle. The record of the Medical 
Service in Korea, which has been so often 
attested, is one which certainly can be par- 
tially attributed to this young group of offi- 
cers. The death rate for those wounded in 
action who reached medical installations has 
been maintained in Korea at substantially 
one-half that of World War II. It is impos- 
sible, of course, to state exactly why this 
should be so. There are a number of elements 
which must be recognized as contributing 
to this fine record. I have already mentioned 
that the young physicians who were there 
during the early phases of the war up to the 
present have been instrumental in rendering 
the medical care. Further development of air 
evacuation, including the use of the helicop- 
ter for the first time on any considerable 
scale, and of course the availability of anti- 
biotics and whole blood cannot be overlooked. 


Back in 1947 in the development of our 
Nine-Point Procurement Program we includ- 
ed two other items, namely: “Expand Army 
post-graduate teaching programs as rapidly 
as possible,” and “Improve the medical ser- 
vice in the Army so that everyone will like 
it.” Accomplishments have been made along 
these lines. 


Before World War II, the Army had not 
had approved formal residency training pro- 
grams. Our structure was such that prom- 
ising young physicians were assigned with 
our prominent physicians in a sort of ap- 
prenticeship. I am speaking here of national- 
ly known Army physicians such as Colonel 
Keller, Colonel Bruns, General Kirk, Colonel 
Kimbrough, and others. Most of our Regular 
Officers were placed in administrative and 
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management positions during the war and 
thus for five or six years had been out of 
contact with clinical medicine of any type. 
It was therefore first necessary to re-train 
these officers in order that they might quick- 
ly assume a greater share of medical care 
responsibilities. Some were sent to teaching 
hospitals in civilian life, others entered our 
own programs as they could be established. 
Too much cannot be said in praise of the 
civilian profession for its cooperation in 
helping to establish the Army program, be- 
cause we actually came out of the war with- 
out sufficient trained physicians of our own 
to conduct such programs. Civilian phy- 
sicians throughout the nation have partici- 
pated in organizing and conducting these 
teaching programs, to the point that many 
believe our teaching in Army hospitals ranks 
with the best in civilian life. These pro- 
grams, alone, have done much toward estab- 
lishing a Medical Corps which is attractive 
to young physicians. 

Because of the great disparity in the re- 
muneration of physicians in civilian life and 
those in the Armed Forces, it was possible 
to get extra remuneration of $100.00 per 
month for physicians and dentists in the 
Regular service and for those who came on 
duty voluntarily. This provision of law may 
be reviewed from time to time, but it has 
contributed a great deal to the interest of 
physicians in the service. 


Physicians in World War II complained 
bitterly about the number of administrative 
tasks which they had to perform. Tradition- 
ally, medical officers in the Army had been 
expected to do a great deal of their own 
administration. We had had a small Medical 
Administrative Corps which took some of 
the supply and facility functions, but still 
the large amount of administrative work 
was accomplished by medical officers. Care- 
ful studies were made to determine what 
functions could be transferred to medical 
administrative officers and other non-pro- 
fessional personnel available to the Army. 
In the past four years there is no question 
that a great deal of progress has been made 
in this regard. This has been attested by two 
surveys, one made by the Inspector General 
of the Army in 1948, in which he surveyed 
medical officer positions to determine mal- 
assingments. The number found was very 
small and corrections were made almost im- 
mediately. The conflict in Korea has given 
us an opportunity to check assignments and 
duties of medical officers under war condi- 
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tions. An opinion sheet has been devised and 
has been answered by 77 physicians who 
have returned to the United States. The 
great majority of these officers have said 
that they were assigned in the Far East 
Command in accordance with their training 
and experience and that they had a minimum 
amount of nonprofessional work to perform. 
In other words, it appears at this time that 
the career management procedures which in- 
volve careful classification of every medical 
officer, not only as to his specialty, but as 
to his qualifications within his specialty. The 
placement of his abilities in his orders and 
directives, requiring that he be utilized with- 
in his experience and training, is accomplish- 
ing another great step toward the improve- 
ment and the attractiveness of the Army 
Medical Service. 

The conflict in Korea has also given us an 
opportunity to check another post-war ac- 
complishment. Many of you undoubtedly 
were members of units who were called to 
duty during World War II, and who had 
extensive training periods before actually 
being assigned an operational job. The idea 
of a professional complement was develop- 
ed, the concept being that this professional 
complement could remain at home while the 
unit was undergoing its training period, and 
that those individuals in the professional 
complement would join the unit when it 
was assigned an operational mission. The 
professional complement consisted of phy- 
sicians, nurses and dentists. This concept 
has been published in directive form and we 
have brought two units to duty under it. 
One of them, a General Hospital, came on 
duty last September with three medical offi- 
cers and two nurses, these being necessary 
to control the training of other officers and 
enlisted men of the unit. Professional com- 
plements were brought on duty and actually 
joined the unit in the Far East. The hos- 
pital has been able, under this procedure, 
to accept patients almost the day the pro- 
fessional complement arrived, and from all 
reports it is accomplishing its mission effec- 
tively. 

The greatest single problem, however, that 
faced the Medical Service after Korea and 
the decision of our Government to expand 
its Armed Forces was the obtaining of phy- 
sicians for meeting the medical mission. The 
medical profession and the Congress were 
quick to recognize this problem and deemed 
it necessary that legislation be passed re- 
quiring service of civilian physicians, in cer- 
tain priorities. I think you are all familiar 
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with these priorities, but I will briefly men- 
tion them. Priority I are those physicians 
who participated in ASTP and V-12 pro- 
grams during World War II or were de- 
ferred for the purpose of pursuing educa- 
tion and who served no more than 90 days 
following the completion of their education; 
Priority II is the same group who have serv- 
ed more than 90 days but less than 21 
months; Priority III are those who did not 
serve during World War II; and Priority IV 
those who did serve during World War II. 
Public Law 779 also contained another very 
important provision, in that it established 
a National Advisory Committee to the Selec- 
tive Service System for the purpose of ad- 
vising on the availability of physicians for 
service. This committee is headed by Dr. 
Howard Rusk and is comprised of leading 
physicians, dentists, and others in the 
health fields, and has as its able Secretary, 
Dr. Paul Barton, who is known to many of 
you. The National Committee has appointed 
State Chairmen and many of the larger com- 
munities have appointed sub-committees. 
These committees have not only taken the 
responsibility of advising the Selective Ser- 
vice System, but upon our request have been 
made advisors to the Army Area Com- 
manders in the United States on questions 
of availability. Your own State Chairman is 
Dr. F. Redding Hood, with whom we have 
had wonderful working relationships. 
After the passage of Public Law 779, we 
expected the system to work ideally some- 
what like this: that the Selective Service 
System, with the aid of its Advisory Com- 
mittees, would select individuals for service; 
that they would be sent for their physical 
examinations and that acceptability would 
be determined by the Army Commanders 
(the physical and educational qualifications 
being determined by the Surgeon on the 
Commanding General’s staff). Those accept- 
ing commissions would be offered them by 
the Army Commanders, those not accepting 
commissions being returned to the State 
Selective Service System where induction 
proceedings would be instituted. To this end 
a requisition was sent to the Selective Ser- 
vice System to start this simple system in 
motion. But the actual implementation was 
not so simple. In fact, 4,343 of the regis- 
trants stated that they desired to accept a 
commission. This group was sufficient to 
meet the initial requirements of the Armed 
Forces, and it was determined that nothing 
could interfere with the inalienable right of 
an individual to volunteer. On this original 
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registration, however, 3,192 or 42 per cent 
of those who have reported for their phy- 
sical examinations have stated that they do 
not desire a commission. Sooner or later it 
was inevitable that the volunteers would be 
exhausted and that additional stimuli would 
then have to be provided. That -point has 
been reached, in that the Armed Forces 
cannot meet their July, August, and Sep- 
tember requirements from those who have 
accepted or who have stated they will ac- 
cept commissions. For this reason the Pres- 
ident has approved a requisition on the Se- 
lective Service System which will require 
actual induction unless a substantial number 
of the 3,192 who state they do not desire 
a commission are influenced to change their 
minds. The Surgeon General has repeatedly 
stated that he does not desire that any 
physician be inducted into the service. There 
is no reason for any physician allowing him- 
self to be inducted. All that is necessary for 
him to do is to indicate on the proper form 
at his local draft board that he desires a 
commission to start the commissioning pro- 
cedures in action. He cannot wait, of course, 
until induction machinery has begun and 
expect to receive a commission before being 
drafted. Two large decentralized systems 
such as the military establishment and the 
Selective Service System could not be expect- 
ed to be maintained under such close con- 
trol. 


Since the enactment of Public Law 779, 
905 physicians are now on duty with the 
Army and as of this date 359 are now on 
lists to be brought to duty in May and June. 
The Army purposely pared its requirements 
for April, May, and June to the lowest 
number consistent with safety in order that 
those completing internships could be made 
available and as many residents could com- 
plete a full year as possible. The process 
by which young physicians have been 
brought on duty is interesting. The Selective 
Service System, with the advice of the local 
Advisory Committees, has classified each 
registrant into 1-A, 2-A, etc. Those in 1-A 
have been sent for their physical examina- 
tions. Education, experience and _ physical 
examination forms were sent to the Surgeons 
of the six Army Areas and acceptability de- 
termined. Information as to acceptability in 
all cases was forwarded to the State Head- 
quarters of the Selective Service System. 
Those who stated they desired to accept a 
commission were tendered one by the Army 
Commander. Those who accepted commis- 
sions were reported to the Surgeon General 
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and placed on a list to meet the requirements 
of a specific month. Because of the rapidity 
with which this operation worked at first, 
some of the Advisory Committees were not 
able to render proper advice. For this rea- 
son each monthly list, before orders are is- 
sued, is sent to the Office of Secretary of De- 
fense for transmittal to the National Ad- 
visory Committee which, in turn, transmits 
the lists back to the State Committees for 
re-determination of availability. The revised 
list then constitutes that upon which orders 
are issued. Each individual is given 30 days 
after issuance of orders before reporting 
for duty, and in this time he may apply to 
the Army Commander for a delay in his 
reporting date. The Army Commander then 
asks the advice of the State Advisory Com- 
mittee as to whether or not the delay should 
be granted. Recently in an endeavor to 
simplify this procedure somewhat, the Se- 
lective Service System has instructed its lo- 
cal boards to again review the classification 
of registrants under Public Law 779 with 
the local Advisory Committees in an en- 
deavor to get the information flowing to the 
Army Commanders in more perfect form, 
thus reducing the necessity for further 
checks and delays after commissions are 
granted. 


One of the disturbing factors that has con- 
fronted us during this program is the large 
number who have been rejected for physical 
reasons; 1,700 out of the 7,000 who have re- 
ceived physical examinations have been re- 
jected. More than one-half of them have been 
for tuberculosis, neuropsychiatric disorders, 
cardiovascular disease, and verified active 
peptic ulcers. In general, these conditions 
have been certified by reputable practicing 
physicians. As many as possible have been 
validated by our own examinations. Such 
a high rate has caused us to look into our 
physical standards regulations and our 
method of conducting examinations. The 
lowest standard ever utilized for officers has 
been in effect. Those of you who were in 
the service during World War II will re- 
member the limited service criteria used for 
enlisted men during World War II. It is 
this standard, now known as Profile Three, 
which has been in effect since the beginning 
of the program. Examiners have not been 
permitted to pass on the acceptability of the 
individual examined. They could record their 
findings, and decision could be made in the 
Office of the Army Surgeon. From the be- 
ginning of the program, the Army Surgeons 
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have been required to submit all cases they 
considered rejectable to the office of the 
Surgeon General where they are adjudicated 
before final action is taken on rejections. 
Using all the judgment available to us, only 
nine per cent recommended rejections have 
been considered acceptable, and these have 
all been variations from the low standard in 
use. Further work is being done on this 
problem, not only by the Army but by civil- 
ian groups. 

One sometimes wonders whether or not we 
have gone much further in our ability to 
select personnel than Gideon who, in ac- 
cordance with the Book of Judges, was 
selected by the Lord to put down the Midia- 
nites. He called for volunteers and found 
himself with an army of 32,000. According 
to the Scriptures, the Lord told Gideon he 
had far too many cowards in the lot and 
should get rid of them. Whereupon Gideon 
lined up his Army and asked all who were 
afraid to fight the Midianites to step for- 
ward, and 22,000 were thus eliminated. The 
Lord thought the Army was still too large 
and commanded Gideon to further reduce it. 
He then marched his Army to a stream and 
told them to drink. The great majority 
dropped their spears, ran to the stream, lay 
down and drank heartily. A few held their 
spears, kept close watch on the bushes, and 
scooped water to their mouths with one 
hand. The latter group of 300 were labeled 
fit to fight the Midianites, and their attack 
proved successful. 

Those of you who are Reserve officers in 
the Army are already aware of the attempt 
which is in progress to make the Reserve 
program more realistic. You are all being 
required to have a physical evaluation, and 
at the same time are required to make a 
statement as to your own availability after 
M-Day. The M-Day referred to is an emer- 
gency or State of War declared by the Con- 
gress. Evaluation of your statements has 
been provided, in that the Army Com- 
manders with the advice of the local Ad- 
visory Committees are authorized to make 
decisions on the availability of an individual. 
Insofar as Medical, Dental, and Veterinary 
Corps are concerned, we feel that a reserve 
officer who served as much as 21 months 
during World War II and who does not con- 
sider that he can be available in one year 
after a Declaration of War by the Congress 
should be dropped from the Reserve rolls. 
This policy has been given to Army Com- 
manders. Separation from the reserve also 
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entails the discontinuance of the earning of 
retirement credits. 

You also may be aware of the new Reserve 
program which has been released recently 
by the Secretary of Defense. The new poli- 
cies provide for a Ready Reserve, which will 
be available for call to duty upon any emer- 
gency declared by the President. It will con- 
sist of specially designated units and certain 
categories of individuals. The Standby Re- 
serve contains both active and inactive units 
and individuals to be ordered to active duty 
only on emergency declared by the Congress. 
Of particular importance to physicians is 
that the proposed law to implement the an- 
nounced policies provides that specialists 
who perform substantially the same duties 
in and out of the military service will be 
permitted to remain in the active reserve, 
and thus be entitled to promotion, so long 
as they remain active in their vocation in 
civilian life. The other section of the Reserve 
program is designated the Retired Reserve 
and is to include all those retired for any 
reason. 


We have proposed that the Medical Ready 
Reserve contain two groups of individuals 
which will be directly under the Surgeon 
General — a Consultants Group and an 
Emergency Specialists Group. The former 
would be a small section consisting of emi- 
nent members of the profession who would 
be brought to duty for professional manage- 
ment or consultant positions throughout the 
Army. The Emergency Specialists Group 
would consist of the associate or assistant 
professor type individual of the assistants 
in group practice clinics. They would be 
available for quick duty up to 100 days in 
any situation short of declaration of emer- 
gency by the Congress. In our proposal the 
Surgeon General would have a much greater 
voice in the training programs for all ele- 
ments of the Medical Reserve than has been 
the case in the past. Such a program would 
be adequate to absorb the products of any 
Universal Military Training and Service 
plan which may be adopted by the Congress. 

It is likely that never before in our his- 
tory has military service offered so much to 
our physicians. Emphasis is placed, almost 


July, 1951 


daily, by speakers and writers on the fact 
that our nation is vulnerable to bombing at- 
tacks. Bombing creates mass casualties, such 
as are seen in the military service. Classifi- 
cation of wounded into those who must be 
treated on the spot, those who may be evac- 
uated, those who can return to duty, and 
those who can be quickly rehabilitated, is 
tremendously important in handling casual- 
ties in great numbers. Young physicians 
should be charged by their communities to 
develop medical leadership, during their mil- 
itary service, which may be direly needed 
at home in the years ahead. 


I have re-counted some of the important 
endeavors which have been made in post 
World War II years to establish the Army 
Medical Service on a plane equal to the best 
in civilian medicine. I have shown the con- 
crete steps that have been taken to make the 
service more attractive. I have indicated the 
probable success of these steps to date. The 
inter-relationship of the Army Medical Ser- 
vice with the civilian profession has been of 
the highest order, both in the establishment 
of training programs and in the implemen- 
tation of Public Law 779, as I have indicated. 
The new reserve program, which undoubted- 
ly will be established in the relatively near 
future, has the promise of correcting many 
of the defects of the old system, both from 
the standpoint of the participating reserve 
officer and the utilizing service. 

In conclusion, it can be said truthfuly that 
the Army Medical Service is in a stage of 
progress. More and more, it must be realized 
by all of us that the Army Medical Service 
is just one segment of American medicine. 
We must all strive to maintain a clear under- 
standing of this because, with the determina- 
tion of our Government to resist the expan- 
sion of Communism within our own borders 
and into other free nations, all young physi- 
cians must plan for at least one tour vf 
duty in his Armed Forces. Furthermore, 
young physicians should take advantage of 
their tours in the Armed Forces to develop 
the leadership necessary for the handling of 
mass casualties which even at home they 
may be called upon to utilize. 
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MEDICINE AND THE SELECTIVE SERVICE SYSTEM” 


COLONEL RICHARD H. EANES** 


WASHINGTON, D. C. 


This is not the first opportunity which 
has been given me to appear before your 
Society. I remember with a lot of satisfac- 
tion my last appearance some years ago. 
Then, as now, we were disturbed about the 
problems presented to the medical profession 
by mobilization. In those days there were 
relatively few veterans, and the armed forces 
were pretty well supplied with doctors of 
medicine. As great and as many as were the 
problems in those days, we have problems 
today that were unknown then. 

Today, like then, the Selective Service 
System relies upon the physicians of the na- 
tion to assist us in many ways. We have 
medical advisors to the local boards, medical 
advisors to our state directors, and a med- 
ical member on the appeal boards. On many 
local boards you will find a doctor of med- 
icine as a member. All of these men serve 
without compensation, receiving for their 
services only the satisfied conscience of a 
job well performed to the best interests of 
their nation. 

It is hard to estimate in monetary values 
what these services would amount to, but we 
are satisfied that it would be no small figure 
even in these days of astronomical figures. 
To the doctors, for these services so un- 
selfishly donated, the Director, Major Gen- 
eral Louis B. Hershey, has time and again 
expressed his appreciation. Insisting upon 
these physicians being upon an uncompen- 
sated basis, he knows that we could not af- 
ford to pay full scale prices for the type of 
work we receive from our best doctors; and 
further he is aware that if it were reduced 
to a fee basis there would be a clamor from 
politically minded physicians for this work 
which we could not control. If placed in the 
hands of the political physician with fixed 
fees, we are confident that quality of service 
would likewise be reduced. 


The Selective Training and Service Act 
of 1940, as amended, expired by law on 
March 31, 1947. The President, in advising 
the Congress to permit it to die, reserved to 

‘Tented before the General Session at the Annual Meet- 


ing of the Oklahoma State Medical Association May 23, 1951. 
**Chief Medical Officer, Selective Service System. 


himself the right to ask for the re-enactment 
of a Selective Service System should the in- 
ternational condition change in a manner to 
make such a Service necessary. Things had 
come to such a pass that on March 17, 1948, 
Mr. Truman appeared before Congress and 
requested the re-enactment of a Selective 
Service law. Congress presented to him and 
he signed on June 24, 1948 the Selective Ser- 
vice act of 1948. That Act has been amended 
but its basic principles remain as originally 
written and the fundamentals are little dif- 
ferent from those of the 1940 Act. 


At the time of enactment, the Congress 
found us with a goodly percentage of our 
population who had served in the armed 
forces. In fairness to all of the people, it 
decreed that while all males should be regis- 
tered who had attained their 18th birthday 
and not the 26th anniversary of their birth, 
it excused from service until a direct decla- 
ration of war or national emergency made 
by the Congress, those registrants who had 
rendered service under conditions stated by 
the Congress, and directed a number of other 
conditions under which men without active 
service would not be required to serve. While 
there were a large number of young men 
registered under the Selective Service Act of 
1948, the restrictions placed by Congress as 
to who would serve from among these regis- 
trants were such that in the net result the 
manpower pool available to the Selective 
Service System was not as great as it ap- 
peared to the casual observer. 


Many of those who had full liability for 
service were the same as those who had been 
rejected for one reason or another in the 
latter part of the operation of the 1940 Act. 
These men when presented again were again 
rejected, cutting down still further the man- 
power pool. Fortunately for us, the inter- 
national situation remained comparatively 
quiet, even seemed to be improving, so that 
by January of 1949 the Army ceased to need 
the induction of men from the Selective Ser- 
vice System. The Army continued, however, 
to be short of physicians as there had been 
no special prevision in the Selective Service 
Act to require physicians to serve except 
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those few who would fall in the general 
registration, being under the age of 26. Few 
physicians complete their education and be- 
come qualified in the profession before at- 
taining that age, hence there was little the 
Selective Service System could do. 


After January 1949, the Army continued 
to depend entirely upon voluntary recruit- 
ment, both for its enlisted men and for its 
commissioned officers. All of us recall the 
program of the American Medical Associa- 
tion, along with others in the spring and 
summer of 1949, which resulted in the re- 
cruitment of some young physicians for a 
period of two years of active service. We 
were informed that this succeeded in furn- 
ishing a sufficient number of physicians to 
permit the Army to carry on though there 
never were enough to more than meet bare 
necessities. 

On June 25, 1950, Korea exploded and 
the President directed General MacArthur 
to use the forces under his command to repel 
the invasion of South Korea. Immediately 
the campaign of recruitment for our armed 
forces was stepped up and the Selective Ser- 
vice System was called upon to again de- 
liver men for induction. 

The expanding Army emphasized the need 
for additional officers for the medical serv- 
ices. The attractions within the armed forces 
for men of certain professions, one of these 
being medicine, do not seem to be great 
enough to induce sufficient numbers of men 
of medical training to enter active duty of 
their own free will. The Army, unable to 
meet its requirements for commissioned med- 
ical personnel, presented the matter to the 
Congress which enacted legislation of a 
rather drastic and unprecedented type, but 
under the circumstances absolutely and in- 
dispensably necessary. Under the provisions 
of Public Law 779 approved September 9, 
1950, the President issued the Proclamation 
of October 6, 1950, requiring all those of the 
medical, dental, and veterinary medical pro- 
fessions who had not reached their 50th 
birthday to register with the Selective Serv- 
ice System. Members of these professions 
were required to enter or re-enter, as the 
case may be, the armed forces under the 
provisions of the Act. 

Those members of these three professions 
registering in the registration held on Oc- 
tober 16, 1950 and January 15, 1951 were 
arranged into four priority groupings. In 
the first of these groupings were arrang- 
ed those special registrants who had par- 
ticipated as beneficiaries of the AST or 
V-12 programs for the purpose of studying 


July, 1951 


for their professions, and also those who had 
been deferred by the Selective Service Sys- 
tem for the same purpose and who had not 
served more than 90 days on active duty in 
the Army, the Air Force, the Navy, the Ma- 
rine Corps, the Coast Guard, or the Public 
Health Service subsequent, and I repeat 
subsequent, to the completion of, or release 
from, the program or course of instruction 
comprised the first priority. In the sec- 
ond of these groupings were arranged those 
who had similarly benefitted but who had 
served more than 90 days of active duty in 
the forces named but less than 21 months 
subsequent to the completion of their edu- 
cational programs. The third of these group- 
ings contained those members of the profes- 
sions who had rendered no active service 
subsequent to September 16, 1940. In the 
fourth grouping were to be arranged all 
those who did not come under Priority One 
or Two, and who had served actively sub- 
sequent to September 16, 1940. The Act 
provided that such special registrants would 
be selected for induction in the order of 
priority and that each priority in turn would 
be exhausted of available men before the 
next priority could be called. 


As the result of the President’s Proclama- 
tion, there were registered on October 16, 
1950 and January 15, 1951, 10,305 physi- 
cians in Priority One, 2,552 physicians in 
Priority Two, 30,325 physicians in Priority 
Three, and 45,115 physicians in Priority 
Four. 

Immediately following the registration on 
October 16, 1950, the Secretary of Defense 
placed a call upon the Selective Service Sys- 
tem for 922 physicians. The Selective Service 
System began preparation for filling this 
call. Because of the urgent need for physi- 
cians and dentists in the Army, which had 
been brought to our attention before the 
registration, the Selective Service System de- 
parted from a long established policy of 
furnishing no papers, other than those strict- 
ly Selective Service, to its registrants, and 
on October 16, 1950, to each physician regis- 
tering a special questionnaire was presented 
furnished by the Department of Defense. 
This Questionnaire, Department of Defense 
Form 390, contained the famous Item 30, 
extending to the professional man an oppor- 
tunity to apply for a commission when he 
completed and returned that questionnaire to 
his local board. Because of the urgency of 
this need, the Selective Service System pro- 
ceeded immediately after the registration 
to classify and have examined the special 
registrants in Priorities One and Two. This 
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was done so that the acceptability of these 
individuals to the armed forces, physically 
and professionally for commission, could be 
ascertained as soon as possible. 

When these special registrants were sent 
for physical examination by arrangement 
with the Army, with them went the Depart- 
ment of Defense Form 390, the question- 
naire. Those who answered Item 30 in the 
affirmative, if found by the Army physically 
and professionally qualified for commission, 
were offered commissions in the Medical 
Corps Reserve. Many accepted; and those 
in Priority One who accepted were subject 
to immediate call to active duty. A sufficient 
number of professional men were commis- 
sioned as the result of this program to fill 
the call for 922 physicians. 

Physicians have a privileged place in our 
society, civilian and military. We sympathize 
with their reluctance to leave the civilian 
life to enter the armed forces for a period of 
not less than 21 months. and we prefer that 
they go in voluntarily even though they may 
be aware that compulsion somewhere is be- 
hind them. Here it will be well to reiterate 
that the Selective Service System does not 
relish inducting into the service any physi- 
cian, no matter what his age may be. It is 
our responsibility, however, to secure for the 
armed forces the manpower which is needed 
and we will induct physicians if it becomes 
necessary. We realize that many who accept- 
ed commissions feel somewhat aggrieved be- 
cause others who answered Item 30 on the 
DD Form 390 in the negative were not offer- 
ed commissions and have not been subject to 
orders for active duty. 

Those who accepted commissions and went 
on active duty suspect that the others will 
escape service by reason of their act in 
declining to apply when opportunity was pre- 
sented. We of the Selective Service System 
do not hold with that belief, that is, unless 
the international situation completely re- 
verses itself and there is an assurance of 
continued peace. In that case, the Govern- 
ment would withdraw from its program of 
rearmament. This seems unlikely, and sooner 
or later all acceptable Priority One and Two 
registrants will serve except those few who 
have so established themselves in the profes- 
sion that they have become absolutely essen- 
tial to their communities either in practice 
or as teachers of their profession. Those 
who have answered “yes” and have received 
their commissions and are now on active 
duty will be, after all, ahead of the others. 
They will be returned to private practice 
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first and will thereby be the gainers. It is 
required and essential that those soldiers 
whom we cause to be inducted into the ser- 
vice and those who enlist, be given proper 
professional care. For that accomplishment, 
the armed forces requires adequate phy- 
sician personnel. 

There has been placed upon the Selective 
Service System a call for 1,202 physicians 
to be delivered as follows: 717 in the month 
of July; 333 in August; and 152 in Septem- 
ber of physicians will volunteer for and ac- 
tive Service System hopes a sufficient num- 
ber of physicians will volunteer for, and ac- 
cept commissions to fill this call. However, 
when all who have accepted commissions 
are assigned to proper places, if there still 
remains a deficit there will be placed upon 
the State Directors of the Selective Service 
System a call to meet this need. 

You of Oklahoma are vitally interested 
in how this call will be placed upon your 
state. At present I can only advise you that 
it will be placed in proportion to the number 
of available acceptable physicians in the 
state. That is to say, all of the available ac- 
ceptable physicians of Priority One in the 
United States will be counted and each state 
will have to supply its proportion of the call 
required of the available acceptable men in 
that state. A moment’s reflection and you 
will see that with the advisory committees 
operating to advise the local boards they will 
contribute their part in determining the size 
of the call upon the state and again indirect- 
ly will assist in determining who will go. 
When the call is placed upon your state, the 
State Director will be required to select from 
among all of those available acceptable 
physician registrants the number to fill 
his call. The youngest group of registrants 
will be selected first and will be informed by 
one method or another that they are the ones 
who must enter the military forces. Ample 
time will be given those who have not be- 
come commissioned, but they will be re- 
quired, no matter how they answered Item 
30, to accept a commission or else be subject 
to induction in the service. 

We have no information at present indi- 
cating when it will be necessary to begin to 
examine those in Priorities Three and Four. 
For this reason, on January 15, 1951, when 
physicians in those priorities were register- 
ed, no questionnaires were furnished them 
and no classification made. We merely regis- 
tered them. If it becomes necessary to ap- 
proach Priorities Three and Four, we will 
send out such questionnaires as we deem 
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necessary and will classify the men in these 
priorities. It is our opinion that, short of a 
complete disintegration of our international 
situation with a spiraling step-up of mobili- 
zation, you need not look for it in the very 
near future. 

The responsibilities of the local board to 
classify, as provided in the basic Selective 
Service Act of 1948, has been in no way 
abridged in the amendment, Public Law 779. 
That responsibility remains, and the local 
board may defer those actively engaged in 
an occupation found necessary to the main- 
tenance of the national health, safety, and 
interest. To assist the local boards in classi- 
fying physicians, dentists, and veterinarians, 
it was provided in Public Law 779 that there 
be established a National Advisory Commit- 
tee. The function of this committee is to ad- 
vise the Selective Service System, and coord- 
inate voluntary state and local subcommit- 
tees which might be appointed. 

The National Advisory Committee was ap- 
pointed by the President with Dr. Howard 
A. Rusk of New York as its chairman. The 
fundamental purpose of the committee and 
its subordinate committees is to assist the 
local boards in maintaining a proper distri- 
bution of professional men in this country. 
Local boards are made up of honest, re- 
spectable citizens, though ordinarily not well 
informed on the professional needs of a com- 
munity. Immediately upon the appointment 
of Doctor Rusk’s committee, the Director of 
Selective Service System advised the local 
boards and State Directors that they should 
consider the advice given by the advisory 
committees when classifying men of the med- 
ical, dental, and veterinary professions. The 
Director has repeated those recommenda- 
tions, signifying his desire in no uncertain 
manner that before any physician is classi- 
fied by his local board, the advice from the 
committees be received and considered. 

We believe the procedure is working well 
and to the satisfaction of practically all in- 
terested persons. It is too much to expect the 
advisory committees and the local boards to 
be 100 per cent correct. That would be 
humanly unattainable. For that reason, 
under the provisions of the Act there is an 
appeal procedure within the Selective Ser- 
vice System. A special registrant not con- 
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curring in the classification given him by 
his local board has the right to appeal that 
classification provided he exercise this right 
within 10 days of the mailing of the notice 
of classification, as provided in Selective 
Service Regulations. This appeal goes to the 
appeal board established within the state. If 
the registrant is still not content with the 
classification as given by the appeal board, 
he has a right to further appeal provided 
the appeal board is divided in its opinion. 
His appeal is then sent to the President. He 
has no right of appeal from a unanimous 
decision of an appeal board. However, in 
the latter case, he can request the State Di- 
rector or the National Director to appeal his 
case to the President. 


The Selective Service System has not for 
an instant minimized its responsibility in the 
operation of Public Law 779. A majority of 
the active professional men of the leading 
professions are involved in the possibility of 
a compulsory military service. We _ shall 
make mistakes — I hope that they are all 
honest mistakes. We shall endeavor to keep 
these mistakes to an absolute minimum. We 
need the help of the profession. We must 
have it. 

We know that there have been some mis- 
understandings here in the State of Okla- 
homa. It has been alleged, and it may be 
true, that Oklahoma has been called upon 
during this emergency to furnish more of 
her citizens to active service proportionately 
than have some other states. Considering the 
professional men only, it is our belief that 
this will not happen. Again let me remind 
you that in our present thinking you of the 
medical profession in this state indirectly 
will determine who, and how many of you, 
will be required to accept active military 
service. We in the Selective Service System 
will do everything within our power to keep 
this upon an equitable basis. Some of your 
fellows may escape their obligations for a 
time; but look the complete situation over 
in its entirety and without prejudice and you 
will find that in all probability their escape 
will be temporary only. Your continued sup- 
port will assist us to see the program 
through with the least possible disturbance 
to those caught within its scope and with the 
greatest benefit to our Nation as a whole. 
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EVALUATION OF OTOMYCOSIS* 


ByRON W. Aycock, M.D. 
LAWTON, OKLAHOMA 


Otomycosis has been described as a spe- 
cific entity for many years, yet its incidence 
and significance are still unsettled. Several 
European writers had described it prior to 
our Civil War. They considered it rare, lim- 
ited their description to the genus Asper- 
gillus, and used medicaments that have re- 
cently been shown to have little or no fungi- 
cidal power. Since the 1930’s, more effective 
fungicides have been employed and consid- 
erable progress has been made in clearing 
the misunderstanding concerning fungi and 
their relationship to man. More recent writ- 
ers have stated that what had been consis- 
tently diagnosed as otomycosis was in reality 
a bacterial infection of the skin of the canal. 
They have emphasized that many of the re- 
ports of fungus disease of the ear were pre- 
sumptuous and that there was considerable 
doubt about the pathogenicity of fungi, 
generally classified as saprophytic and non- 
pathogenic. Lewis and Hopper' found that 
the vast majority of fungi reported by otol- 
ogists as causing otomycosis have been class- 
ified as common contaminants. They recom- 
mend skepticism regaraing the claims of 
pathogenicity of fungi of ordinarily non- 
pathogenic species until more proof of their 
pathogenicity, than the mere fact that they 
occur in diseased tissue, is offered. Simple 
repeated isolation is not adequate. Accord- 
ing to Lewis and Hopper all strains of 
Aspergilli are classed as common contami- 
nants with the exception of Aspergillus fum- 
igatus which elaborates a hemolytic endo- 
toxin and is thereby capable of altering 
local skin resistance. And yet Castellani’ 
has stated that Aspergillus is the chief 
causative agent of fungous disease of the 
ear, reputedly accounting for about 90 per- 
cent of the reported cases. In the Manual of 
Clinical Mycology,*Aspergillus fumigatus is 
considered as a cause of otomycosis in man. 
This text, however, re-emphasizes, that it is 
difficult to evaluate otomycosis, because of 
the inadequacy of reports, and the uncer- 
tainty as to whether fungi that are ordi- 
narily classified as contaminants should be 
reported as pathogens. 


Wolf* believes that a factor of great im- 
portance in explaining this chaotic state of 
the medical knowledge with respect to 
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otomycosis has been the failure to recognize 
that the disease is not an entity but, rather, 
may embrace a number of different diseases 
caused by widely diverse groups of orga- 
nisms. Fungi cultured from the ear are al- 
most always accompanied by bacteria. 
Therefore, it is often doubtful whether the 
fungi are primary or secondary invaders. 
Moreover, many cases of external otitis cer- 
tainly are of purely bacterial origin. 

In a large percentage of cases, factors 
such as swimming, trauma, increased heat 
and humidity, and seasonal variations con- 
tribute to its onset. 

During World War II, I saw a fair num- 
ber of patients presenting the symptoms 
ordinarily attributed to fungous infections 
of the ear, i.e., itchiness, pain, sense of full- 
ness, discharge, blotting paper type of debris 
and tendency toward chronicity. On prac- 
tically all of the service men seen with this 
complaint, direct microscopic examination 
of the exudate was done. Most of these were 
Marines, who had been in the South Pacific 
and while there had developed so called 
“jungle rot’, or “fungus ear’. In_ those 
cases where a black or grayish velvety 
mycotic growth could be discerned the 
mycelia and spores could always be found 
microscopically. However it became increas- 
ingly apparent that few were being diagnos- 
ed microscopically as a fungus, who did not 
present the velvety growth clinically. Al- 
though, of the private patients seen since 
the war, a smaller percentage have had 
microscopic examination, the same general 
impression remains unchanged; i.e.: that 
what is often called fungous disease is pre- 
dominately a bacterial infection. 

Many authors have not agreed that 
otomycosis is a common disease. These writ- 
ers have isolated pathogenic bacteria, chiefly 
Pseudomonas aeruginosa, from the infected 
external auditory canals. To cite a few: 
Beach and Hamilton’ studied 69 cases of 
external otitis occurring in the Solomon 
Islands. In 65, the ears were infected by 
Ps. aeruginosa; in one, by fungus. Of 50 
normal ears studied, none contained Ps. 
aeruginosa. 

Syverton® studied 72 infected ears in 
Guam and isolated fungi from 18 of them. 
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Two-thirds of all ears studied contained 
Ps. aeruginosa. They concluded that the role 
played by fungi in infections of the external 
canal has been greatly exaggerated and that 
more emphasis should be given pathogenic 
bacteria, particularly Ps. aeruginosa. 

Quayle’ found fungous growth in only 
five per cent of 200 unselected normal ears 
in the tropics. He also cultured material 
from 25 consecutive ears showing what re- 
sembled fungous disease clinically, and only 
four yielded any fungous. Ps. aeruginosa 
was a common offender. 

Conley* studied 32 cases of external otitis 
in the Philippine Islands. The striking fea- 
ture of the cultures was the prominence of 
Ps. aeruginosa. It was present in 22 in- 
stances. Clinically and on culture it mani- 
fested great variety of color development. 
Black, brown, green, yellow and gray were 
noted, but gray was most common. It was 
the organism that could be most easily mis- 
taken for a fungous. Fungi occurred in only 
five cases. 

The exact role which fungi plays in these 
infections has not been settled. However, 
one does know that fungi are not commonly 
found in normal canals on routine culture. 
All of the fungi which have been found in 
the external canal flourish in the presence 
of protein decomposition; yet can exist in 
the ear without any awareness on the part 
of the patient. They can live simultaneously 
with pathogenic bacteria and more than one 
fungus can exist in the ear at the same time. 
Although they very likely contribute to the 
signs and symptoms of external diseases of 
the ear in which pathogenic bacteria are 
also present, many of the writers now be- 
lieve that they only occasionally may be the 
sole causative agent. 

TREATMENT 

The primary object in the treatment of 
otitis externa, or more specifically of myco- 
tic disease of the external ear, is thorough 
removal of all infected material, being 
especially careful of the anterior acute angle 
at the junction of the drum and the canal 
wall. Following this a fungicide is used 
locally. Since otomycosis was first described 
a vast number of therapeutic agents have 
been used, either alone or in combination, in 
an effort to give relief or effect a cure. Some 
of the more popular have been: instilling 
alcohol, powdered boric acid, alcohol-boric 
acid solution, hydrogen peroxide-alcohol mix- 
ture, mercurochrome, merthiolate, carbol 


fuchsin, methylene blue, gentian violet, 
zephiran, various strengths of salicylic acid- 
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alcohol solutions, ultraviolet rays, 10 to 25 
per cent silver nitrate, Castellani’s paint, 
thymol in various combinations and cresatin. 
More recently such drugs as_ Desenex, 
Sopronol and Iso-Par have been used. 


One of the most significant contributions 
to the logical. treatment of otomycosis is 
the work of McBurney and Searcy*. They 
experimented with 69 combinations of var- 
ious chemicals used as fungicides by ob- 
serving the effect on cultures of Aspergilli. 
Their conclusion was that the most effective 
combinations were those containing two per 
cent thymol, either with alcohol, 70 to 95 
per cent, or thymol-alcohol mixtures with 
merthiolate or cresatin, and the thymol- 
boric-iodine powder mixture. Alcohol and 
salicylic acid in alcohol were found to have 
have practically no effect on Aspergillus. 
However, in spite of the essentially negative 
fungicidal action of alcohol it has proven 
value in otomycosis because of its cleansing 
and drying action. More recently, Boies’ 
in his new text, describes salicylic acid in 
alcohol as practically specific. 


In some cases one treatment consisting of 
mechanical cleansing of the canal and the 
use of any effective germicide will suffice to 
clear up the infection. However, it is usually 
necessary for the patient to return for sev- 
eral office treatments, perhaps over an ex- 
tended period of time, and to use medica- 
tion in the ear at home. In my hands the 
most valuable local application has been two 
per cent thymol in metacresyl acetate 
(cresatin) applied full strength on a cotton 
wick. This is usually left in situ until the 
patient returns the next day before being 
changed. In addition to being an effective 
fungicide it has been of great value in con- 
trolling the itching and pain, the two symp- 
toms which almost always cause the patient 
the most distress. 

One of the most recently developed drugs, 
is Iso-Par ointment as described by Rear- 
don" who used it in New Caledonia during 
the past war. It is proving quite effective in 
the treatment of otomycosis as it is a good 
fungicide, bactericide, antipruritic and a 
stimulant to rapid healing. 

In those cases of otitis externa of bac- 
terial origin, when a fungus is not found on 
direct smear or culture, I have been using 
either Iso-Par ointment or the anhydrous 
solution of furacin. I like the latter because 
of its anhydrous qualities and because it 
seems more effective against Pseudomonas 
than does penicillin or the other anti-biotics. 
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THE ACUTE ABDOMEN * 


PHILIP THOREK, M.D., F.A.C.S. 
CHICAGO, ILLINOIS 


The subject of the acute abdomen will 
always present an interesting challenge to 
the practitioner and surgeon alike. I have 
examined charts from the surgical services 
at the Cook County Hospital for a period of 
10 years, the purpose being to determine 
which diseases are most frequently mistaken 
in the acute abdomen. To my surprise I did 
not find 50 or 75 conditions which confuse 
us, but rather six outstanding ones that we 
mistake most frequently. These six condi- 
tions are: 

Acute Appendicitis 

Acute Cholecystitis 

. Perforated Peptic Ulcer 

. Acute Hemorrhagic Pancreatitis 
. Renal Colics 

. Coronary Occlusion 

There is a seventh disease which deserves 
special consideration, namely, salpingitis. 
Acute or chronic salpingeal pathology is fre- 
quently associated with a perihepatitis which 
produces pain in the right upper quadrant 
(pseudo-gallbladder pain). Because of this, 
gallbladder explorations and other surgical 
procedures have been done in cases of sal- 
pingitis, resulting in danger to the patient 
and embarrassment to the surgeon. 

To make a diagnosis one must have a 
simple and workable plan in mind. Our plan 
consists of our headings, namely, history, 
present symptom complex, physical examina- 
tion and laboratory data. This routine has 
served us well and we utilize it daily. 


ACUTE APPENDICITIS 

The more one sees of acute appendicitis, 
the more one respects the condition. The 
statement “only an appendix” is indeed a 
dangerous one. This condition is most fre- 
quently found in individuals under the age 
of 40 and is somewhat more common in 
males. It will be recalled that gallbladder 
conditions appear most frequently after the 
age of 40. The story the patient relates is 
usually quite stereotyped. To put it in his 
language: “Something I ate gave me a belly- 
ache.” This is his way of describing acute 
epigastric distress. When he gets this “belly- 
ache” he often attempts to obtain relief with 


*Presented at the Oklahoma Academy of General Practice, 
Muskogee, Oklahoma, on March 27, 1950 


Om whe 


either a cathartic or an enema. Within the 
first 24 hours his “belly-ache’” becomes a 
soreness low on the right side. His acute 
epigastric distress has become localized to 
the right lower quadrant. The “two-question 
test” is both useful and time-saving. Ques- 
tion Number 1: “Where was your pain when 
it started ?” ; to this interrogation the patient 
points to his entire abdomen. Question Num- 
ber 2: “Where does it hurt you now?”; he 
then points to the right lower quadrant, 
usually McBurney’s point. This simple 
method of having the patient demonstrate 
diffuse pain which localizes to the right lower 
quadrant will diagnose the vast majority of 
cases of acute appendicitis. 

Nausea and vomiting have been impressed 
upon us as being associated with appendi- 
citis. This is the exception and not the rule. 
Anorexia, or loss of appetite, is more con- 
stant and more important than either nausea 
or vomiting. Anorexia, nausea and vomiting 
are three degrees of one symptom; anorexia 
is the mildest form and is associated with 
mild distention of the appendix; nausea, the 
middle degree, is due to moderate distention ; 
and vomiting, the maximum degree, is found 
in greatly distended appendices. The most 
common symptom in acute appendicitis is 
anorexia, and if the patient states that his 
appetite is not altered we doubt the diagnosis 
of an acute appendix. Two complaints which 
are extremely rare in acute appendicitis are 
diarrhea and chills. These are probably 
found in less than one per cent of the cases. 
Constipation is the rule. 

Fever is not an early finding in acute ap- 
pendicitis; in fact, if present it is suggestive 
of peritoneal soiling. It is true that cases 
of acute appendicitis may have a fever of 
102° or 103°, but these are no longer cases 
of appendicitis; they are cases of far ad- 
vanced peritonitis. Children prove the ex- 
ception to this rule. If appendices could be 
operated upon when the temperature is be- 
low 99° the mortality would be very low. 


Acute appendicitis does not give right 
rectus rigidity. Although the reverse is 
taught in many schools and text books, this 
point should be clarified. It is impossible for 
an individual to contract his right rectus 
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muscle without contracting the left; there- 
fore, when pressure is made upon an in- 
flamed area, both rectus muscles contract. 
When only one rectus is rigid it suggests 
an underlying mass, such as a tumor or 
abscess. When both recti contract to pres- 
sure it should be considered “muscular de- 
fense”’ rather than right or left rectus rigid- 
ity. The importance of this bears emphasis 
when we realize that diagnosis, treatment 
and prognosis may depend upon the presence 
of right rectus rigidity or simple muscular 
defense. 


The iliopsoas and obturator signs are not 
signs which diagnose acute appendicitis, but 
rather locate an acute appendix. Probably a 
misconception has arisen because these signs 
are usually discussed under the heading of 
acute appendicitis; they may, however, be 
produced in other diseases. The right 
iliopsoas sign is elicited by placing the pa- 
tient on his left side and hyperextending 
the right leg. If positive, pain is produced 
over the iliopsoas fascia which will be mani- 
fested in the region of the right lower quad- 
rant. In the presence of a history of acute 
appendicitis this would signify that the in- 
flamed appendix is overlying the iliopsoas 
fascia and is retrocecal. A positive obturator 
sign will locate an inflamed pelvic appendix. 
It is conducted in the following way: with 
the patient on his back the thigh is flexed 
upon the abdomen and the leg upon the 
thigh; the leg is then abducted. This causes 
internal rotation of the thigh and stretches 
the obturator internus muscle. If this pro- 
duces pain it is diagnostic of a fasciitis in- 
volving the obturator fascia, which could 
be caused by an inflamed tube, appendix, 
ovarian cyst, etc. If the patient elicits a his- 
tory of acute appendicitis with a positive 
obturator sign, we conclude that the appen- 
dix is low-lying and in the pelvis. Rovcing’s 
sign is also helpful. It is elicited by pressing 
over the left cecum, the colonic gas which 
has been pushed to the right will produce 
pain over the cecal region; this is quite 
diagnostic of acute appendicitis. 

Routine bi-digital examinations are done; 
at times an acute appendix or appendiceal 
mass may be felt. Late and neglected ap- 
pendices may produce a pelvic abscess which 
points rectally or vaginally, and this exam- 
ination reveals the proper site and time for 
incision and drainage. 

The laboratory data usually consists of a 
white blood count and a urinalysis. More 
important than the white blood count or 
urinalysis is a differential blood count; this 
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is easy to do and is more accurate. If the 
“poly” count is high; we assume that an 
acute infectious process is present; a high 
“poly” count in the presence of a low white 
count means a poor prognosis. The urinalysis 
is usually negative but may be misleading; 
a few red cells in the urine are not patho- 
gnomonic of renal pathology. Negative 
urines have been recorded where a renal 
stone completely blocks the ureter so that 
no blood or pus can pass into the bladder. 


‘ ACUTE CHOLECYSTITIS 

The dictim that certain types of people 
are predisposed to certain types of diseases 
seems to be correct. The gallbladder type is 
described as fair, fat and forty, usually be- 
ing a female in the latter third of fourth 
decade and somewhat obese. There is always 
an exception to the rule; hence, the most 
fulminating hydrops of the gallbladder on 
our service was seen in a young, thin boy 
of 16. The age of 40 is related to a previous 
history of pregnancy, and this is theoretical- 
ly explained in the following way: The aver- 
age female has her children in the second 
decade of life and while pregnant she de- 
velops a physiologic hypercholesterolemia. 
Some of this cholesterol deposits on the mu- 
cous membrane of the gallbladder, forms 
polypi which break off and become the 
nuclei for stones. It may take from ten to 20 
years for gallstones to attain any appreciable 
size, so that by the time she reaches her 
fourth decade the stone is large enough to 
obstruct or irritate. Nulliparous women can 
also have gallstones or gallbladder disease, 
but this, too, is the exception and not the 
rule. 

The history of recurrent attacks of ab- 
dominal pain in a middle aged female, so 
severe that the physician must administer a 
sedative, is an acute gallbladder until proved 
otherwise. Acute appendicitis does not re- 
quire morphine; renal colics will be differen- 
tiated presently, and coronary occlusion is 
rare in the female. One of the most unusual 
lesions noted in the female is a perforated 
peptic ulcer. The gallbladder patient also 
presents a previous history of “selective 
dyspepsia”. By this we mean that there are 
certain specific foods that she cannot toler- 
ate. There are four primary offenders to 
these foods: They are fried and fatty foods, 
raw apples, cucumbers and cabbage. The pa- 
tient does not use the term “dyspepsia,” but 
describes this distress as the two “B’s”: 
namely, bloating and belching. To summarize 
and describe the gallbladder patient one may 
use an alliteration and state that she is the 
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patient with the seven “F’s”: she is the 
Fair, Fat, Fertile, Flatulent, Flabby, Fe- 
male of Forty. 


The complaint is one of pain, and it is 
important to determine the type of pain 
which is present. A constant pain is due to 
edema, but colicky pain is caused by ob- 
struction. This is one of the factors which 
indicate whether the case should be treated 
conservatively or surgically. It is unwise to 
treat an obstructed lesion conservatively 
since these are cases which result in early 
gangrene and perforation. Morphine should 
not be used in gallbladder disease because it 
is a smooth muscle contractor, and since the 
gallbladder is a smooth muscle organ one 
should not administer a medicament which 
would stimulate its activity. By increasing 
muscle tonus, morphine may actually aggra- 
vate or provoke gallbladder pain and colic. 
One should not state, however, that the drug 
must never be used in gallbladder disease, 
since it still has its place, namely, to prevent 
shock. These patients are treated first with 
nitrite therapy. One breaks an amy! nitrite 
bead and lets the patient inhale the vapors; 
1/100th grain of nitroglycerin is placed 
under the tongue, and three grains of sodium 
amytal or any other barbiturate is given 
by mouth. If this gives no relief we adminis- 
ter a hypodermic which consists of 100 mg. 
of demerol and 1 100th of a grain of nitro- 
glycerin. Should these measures fail, anti- 
spasmodic therapy with such drugs as pap- 
averine, aminophylline, et cetera, is tried. 
Morphine is used only after all other meas- 
ures have failed. 


Gall bladder pain is usually located under 
the right costal margin, but may be refer- 
red to the stomach since these two organs 
originate from the same embryologic seg- 
ment. The stomach responds to this stimulus 
in one of these types of gastric spasms: (1) 
pylorospasm, (2) midgastric spasm and (3) 
cardiospasm. If a pylorosyasm is produced 
the gallbladder condition might be confused 
with peptic ulcer; if midgastric spasm re- 
sults, a stomach carcinoma may be erron- 
eously diagnosed; and if associated with 
cardiospasm, the pain appears on the left 
(pseudocoronary pain) and coronary disease 
may incorrectly project itself into the diag- 
nostic picture. 


Referred pain should not be confused with 
radiation of pain. By radiation we mean that 
gallbladder pain, located under the right cos- 
tal margin, may radiate along the path of 
the seventh intercostal nerve to the inferior 
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angle of the right scapula, or the interscapu- 
lar region. Gallbladder pain, therefore, can- 
not radiate to the right shoulder. Shoulder 
pain is an entirely different mechanism 
which involves the phrenic nerve and is 
indicative of peritonitis. When a gallbladder 
patient has true shoulder pain a diagnosis 
of gangrenous or ruptured gallbladder with 
biliary peritonitis should be made. 

Temperature, pulse and respirations are 
included under the heading of physical exam- 
ination. The patient with an acute gall- 
bladder has an early high fever, hence a 
temperature of 102° is not unusual within 
the first 12 to 24 hours of acute cholecystitis. 
The early fever is explained by the absence 
of a submucosa. Since this tough resisting 
layer is lacking, there is greater chance for 
early contamination and absorption in the 
peritoneal cavity. The patient has a pulse 
which is increased according to the tempera- 
ture; therefore, for every degree rise in 
fever there will be approximately a 10 beat 
increase in pulse rate. Respirations are 
slightly increased because breathing is pain- 
ful. This is due to the fact that the inflamed 
gallbladder rubs against the sensitive pa- 
rietal peritoneum; because of this, acute 
gallbladder disease may be confused with 
pneumonia or pleurisy. 

Although pain, a symptom, may be re- 
ferred anywhere along its nervous path, 
tenderness, a physical finding, remains at 
the site of pathology. This is an excellent 
diagnostic rule having few if any excep- 
tions. The tenderness of gallbladder disease 
will be located in the region of the right 
costal margin. If it is most marked on a 
level with the umbilicus, it may be difficult 
to determine whether the condition is an 
inflamed, low-lying gallbladder or an acute 
high-lying retrocecal appendix. Two ways 
aid in the differentiation of these two con- 
ditions. First, we recall that the normal ab- 
domen reveals a tympanitic note to percus- 
sion in all four quadrants. If the tenderness 
opposite the umbilicus is due to an inflamed 
gallbladder, we assume that the organ is 
unusually large or that a ptotic liver with 
an inflamed gallbladder at its free border 
is present. This would cause an obliteration 
of the normal tympany in the right upper 
quadrant and in its place the percussion 
note would be one of dullness or flatness. If 
the patient presents tenderness on the level 
with the umbilicus and retains normal tym- 
pany in the right upper quadrant, this would 
point to a high-lying retrocecal appendix. 
Another method of differentiating the gall- 
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bladder and appendix is by means of Ligat’s 
test. This test locates areas of hyperesthesia 
over an inflamed organ. If the tenderness is 
due to gallbladder disease an area of hyper- 
esthesia (elicited by picking up the skin and 
letting it drop) is present from the umbilicus 
upward to the right costal margin. If the 
tenderness is due to an acute appendix, the 
area of hyperesthesia will be found from the 
umbilicus down to Poupart’s ligament. 


A rectal examination is done as a rou- 
tine in every physical examination. More 
important than the rectal or vaginal exam- 
ination is a so-called bi-digital, which is con- 
ducted by placing the index finger in the 
vagina and the middle finger in the rectum 
with the perineum in between. This will 
immediately orient the examiner and adnexal 
pathology will be revealed. 

A flat x-ray film should be taken in every 
acute abdominal condition. One may de- 
termine whether a calcified gallbladder or 
visible stones are present. It also gives an 
indication as to whether or not the liver is 
enlarged or ptotic. Routine laboratory tests 
are done. 


PERFORATED PEPTIC ULCER 

This condition is rare in females. Usually 
a previous history of peptic ulcer or hemor- 
rhage can be obtained, but the onset may be 
with perforation. 

The patient states that he was seized with 
a sudden pain, usually after eating; this was 
so severe that it doubled him up. The classi- 
cal picture of perforated peptic ulcer with 
board-like rigidity and a shock-like syn- 
drome is too well known to bear repetition. 
Two signs which should be sought for in 
every case, however, are: (1) the findings 
with auscultation, and (2) the presence of 
a pneumoperitoneum. Auscultation reveals 
an absolutely silent. abdomen when an ulcer 
perforates, leaks and soils the peritoneal 
cavity. This is not new, since the late J. B. 
Murphy stressed,-the importance of this 
finding many decades ago. When intestinal 
sounds are present, the diagnosis of per- 
forated peptic ulcer is remote. There are ex- 
ceptions, and one of these will be discussed 
presently under the subject of forme fruste 
ulcer. The next sign which helps clinch the 
diagnosis is the demonstration of a spontan- 
eous pneumoperitoneum. Normally a magen- 
blase or stomach air bubble is present. When 
an ulcer perforates, this air bubble escapes 
into the general peritoneal cavity, and can be 
demonstrated either by percussion or with 
the fluoroscope; the latter is by far the more 
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accurate. The patient is placed on his left 
side so that the free air bubble may gravitate 
upward between the liver and the right 
hemidiaphragm. By so doing, the liver is 
displaced downward and is separated from 
the diaphragm. Normally the liver hugs the 
diaphragm and no air space is visible be- 
tween them. If this air is of an appreciable 
amount, normal liver dullness is obliterated 
and in its place a tympanitic note is pro- 
duced by percussion. The sign is easy to 
demonstrate, quite pathognomonic of per- 
forated peptic ulcer, and present in about 
70 per cent of all cases. 

The forme fruste ulcer deserves special 
mention. The term refers to a pin-point per- 
foration in the stomach or duodenum which 
is immediately sealed over by muscular con- 
traction or by the overlying liver. Therefore, 
the spillage is minimal and the amount of 
peritoneal soiling is small. Such patients may 
experience a sudden sharp pain in the epi- 
gastrium, but the typical physical findings 
are lacking. This patient may be able to 
straighten up and walk about. Abdominal 
sounds are usually present and the air bub- 
ble may remain intragastric, having had no 
chance to leave the small perforation. These 
patients, therefore, present a misleading pic- 
ture and have been misdiagnosed. However, 
with the ingestion of their next meal they 
usually reperforate and then present the 
typical findings. 

The temperature, pulse and respirations 
will depend upon whether or not shock is 
present. Most perforated peptic ulcers pre- 
sent a shock-like picture which varies in its 
intensity. The shock associated with per- 
forated ulcers responds rapidly to therapy. 
Within a few hours, the classical picture of 
peritonitis develops with the associated in- 
crease in temperature, pulse and respiratory 
rate. 

The contents from a perforated ulcer may 
pass downward along the so-called “para- 
colic gutter of Moynihan,” pool around the 
appendix and produce exquisite tenderness 
at McBurney’s point. The diagnostician must 
then be on his guard, since such a history 
would suggest an epigastric distress with 
localization to the right lower quadrant 
which could be confused with an acute ap- 
pendix. Upon exploratory operation, free 
fluid will be found in the peritoneal cavity 
with all signs of a peritonitis, and a red 
and injected appendix seen and removed. 
These patients usually die if the leaking 
ulcer is overlooked. This catastrophe can be 
avoided if, before closing the abdomen, the 
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appendix is opened and the mucous mem- 
brane examined. Since acute appendicitis 
starts in the lumen of the appendix and 
travels outward, a normal appearing mucous 
membrane would suggest looking elsewhere 
for the cause of the peritonitis. 

Laboratory data includes the flat x-ray 
film which has been discussed under the sub- 
ject of spontaneous pneumoperitoneum. Rou- 
tine blood count and urinalysis are done. 
Some of these patients might have bled, and 
although perforated ulcers are known not 
to produce massive hemorrhage, signs of a 
secondary anemia may be present. 

ACUTE HEMORRAGIC PANCREATITIS 

It is important to recall that this disease 
may appear in one of two forms: either 
acute edematous pancreatitis or hemorrhagic 
pancreatitis. The former presents a mild 
clinical picture, but the latter which is as- 
sociated with fat necrosis and occasionally 
a hemorrhagic peritonitis produces a fulmi- 
nating one. The acute edematous form usual- 
ly improves rapidly without therapy within 
48 hours, but hemorrhagic pancreatitis gets 
progressively worse and often requires sur- 
gical intervention. It is the hemorrhagic 
type, therefore, which is important to iden- 
tify and treat promptly. 

Although the etiology of pancreatitis is 
unknown, there seems to be a mechanical 
factor which is associated with spasm, 
stones, swelling and statis. Recent work 
seems to emphasize the relationship between 
acute pancreatitis and acute cholecystitis. 
This seems to be due to a common factor 
which is an obstruction distal to the junction 
of the pancreatic and common bile ducts 
converting them into a “common channel.” 
An actual reflux of pancreatic juice into the 
gallbladder during an attack of acute pan- 
creatitis has been shown. The patient who 
develops acute pancreatitis is usually of the 
same type that develops gallbladder disease, 
therefore, the condition is more common in 
females, rarely occurring before the age of 
40, and is seen in stout people. The ratio 
of colored to white is one to 50. The attack 
usually follows the ingestion of a heavy meal. 
The pain is dramatic, sudden and excruciat- 
ing; it is felt in the epigastrium, and ra- 
diates into one or both loins. In this way 
pancreatic pain radiation resembles an in- 
verted fan. When the patient sits up or 
lies on his abdomen, the pain is relieved, and 
is aggravated when he is on his back. Hence, 
in most pancreatic conditions, be they tumors 
or inflammations, the patient is usually found 
lying on his abdomen or in a sitting position. 
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Reflex vomiting or retching almost always 
occurs ; emesis which is truly reflex in nature 
is never feculent. 

Physical examination reveals a_ patient 
who is usually in shock with cold and clammy 
extremities, subnormal temperature, and a 
rapid, thready pulse. Local epigastric ten- 
derness is almost always present and is as- 
sociated with a type of muscular defense 
which is localized to the same area. The 
rigidity is not truly board-like in nature, and 
the tenderness is most marked midway be- 
tween the umbilicus and the xiphoid. An 
occasional finding is ecchymosis in one or 
both loins, or at times around the umbilicus. 
This is due to extravasated blood which finds 
its way around the retroperitoneal space and 
presents itself as greenish yellow or purplish 
discolorations. This finding, however, takes 
two or three days to appear. Mild jaundice 
is present in about half of the cases; this is 
explained by the fact that the common duct 
is pressed upon by a swollen head of the 
pancreas. Abdominal auscultation usually re- 
veals a quiet but not silent abdomen. 

Laborataory findings may be helpful in 
the diagnosis. An increase of serum amylase 
is specific in the acute phase, although a 
normal reading does not rule out acute pan- 
creatitis. Polowe has emphasized the impor- 
tance of determining the blood amylase ac- 
tivity in terms of cuprous oxide precipita- 
tion. He has shown that moderate to marked 
blood amylase activity is almost always as- 
sociated with diseases of the pancreas, and 
normal or decreased blood amylase almost 
always excludes pancreatitis. Hypocalcemia 
is usually present and the level found is 
usually below nine. A flat x-ray film of the 
abdomen may reveal a separation of the up- 
per and lower limbs of the duodenum brought 
about by an edema of the head of the pan- 
creas. This latter finding is unusual. 

RENAL COLICS 

Stones are not the only substance which 
produce renal colics, since the same syn- 
drome may be produced by a small blood 
clot, inspissated pus, uratic debris, or a kink- 
ing of the ureteropelvic junction in a ptotic 
kidney. 

The condition is more common in males, 
and the patient may reveal a history of pre- 
vious attacks, a hereditary influence, a story 
of gout, or parathyroid pathology. 

The patient complains of a sudden pain 
which starts in the lumbar region and ra- 
diates to the testicle, vulva or the inner 
aspect of the thigh. With this pain he be- 
comes extremely resless and thrashes about. 
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A patient who is experiencing a colic is 
restless and moves about, but one who has 
a peritonitis lies perfectly quiet and resents 
being moved. Vomiting is a common symp- 
tom, as is a frequency of urination. During 
the act of micturition the pain may be 
altered. 

Physical examination rarely reveals any 
elevation in temperature, but extremely 
characteristic of the condition is a brady- 
cardia. It has ofttimes been stated that when 
a patient with an acute abdomen has “a 
clean tongue and a slow pulse” he has a 
renal colic until proved otherwise. Tender- 
ness is most marked in the region of the 
12th rib of the involved side, and to elicit 
this finding it is unnecessary and cruel to 
utilize any type of “punch” test. The tender- 
ness is so exquisite that mild percussion will 
demonstrate it. We prefer to use the term 
“Murphy tap” to “Murphy punch”. A zone 
of hyperesthesia is usually found posteriorly 
at the level of and slightly below the 12th 
rib. If this area is anesthetized with novo- 
caine, the hyperesthesia and pain disappear. 

A flat x-ray film may reveal a stone if such 
is present, but this is not reliable since non- 
opaque substances may also produce kidney 
colic. An intravenous pyelogram can _ be 
made without disturbing the patient, and if 
necessary, the films can be taken at the bed- 
side with the aid of a stationary grid. The 
significant finding for a diagnosis of a stone 
in the ureter is the amuria which may be 
present on the affected side; the opposite 
side shows normal excretion. The kidney on 
the affected side usually appears increased 
in density since the dye in these tubules is 
more concentrated. This finding is sufficient 
for diagnosis of non-opaque stones in the 
ureter. A catherized specimen of urine usual- 
ly reveals pus, blood and albumin. The 
presence or absence of pus and blood in the 
urine is not pathognomonic since a stone 
may completely block the ureter and result 
in a normal urine. On the other hand, an 
inflamed appendix may be attached to the 
ureter, kidney or bladder, resulting in a sec- 
ondary ureteritis, nephritis or cystitis with 
an associated hematuria. In such instances 
the laboratory report may actually be mis- 
leading. 

CORONARY OCCLUSION 

Although this belongs to the realm of the 
internist, the general practitioner as well 
as the surgeon must be on his guard to avoid 
the fatal error of confusing an acute coro- 
nary disease with an acute abdominal condi- 
tion. 
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Men are most susceptible to this condi- 
tion, and it is usually found in those past the 
age of 40. A previous history of dyspnea 
or pain in the chest during exertion or ex- 
citement may be elicited. The attack is sud- 
den, with severe pain in the chest which 
radiates out the left arm towards the ab- 
domen or both shoulders. There is a sense of 
impending death with severe fright which 
usually supersedes the complaint of pain. 
The radiation may also be toward the epi- 
gastrium, so that the examiner’s attention 
is directed to the abdomen rather than the 
chest. A usual complaint during such an 
attack is one of “indigestion”. Although the 
pain of acute coronary disease may occur in 
the abdomen, it does not become localized; 
hence, no area of local abdominal tender- 
ness is ever found. Marked abdominal dis- 
tention may be present in coronary path- 
ology, but muscle defense or rectus rigidity 
are lacking. In abdominal catastrophes the 
patient lies perfectly quiet, but the coronary 
patient resembles the colic in that he is 
restless and tosses about. The acute cardiac 
patient presents veins in the neck which 
are distended and full, in contrast to the 
patient with the surgical abdomen who may 
appear pale and bloodless. Signs of impaired 
circulation are usually present, such as 
dyspnea, orthopnea and cyanosis. Ausculta- 
tion will usually reveal rales in both bases 
due to pulmonary congestion. Cardiac en- 
largement, feeble heart sounds and occasion- 
ally a pericardial friction rub may be found. 
During auscultation of the abdomen, nor- 
mal intestinal sounds will be heard which 
are absent or diminished in cases of peri- 
tonitis. 

Positive electrocardiographic findings are 
pathognomonic, but one is not always fortu- 
nate enough to have an electrocardiogram 
handy. A leukocytosis may be present some 
hours after the disease takes place, and the 
urine is usually negative unless there is 
associated renal pathology. 


We realize that many other conditions at 
times require differentiation in the acute ab- 
domen, among them strangulated herniae, 
regional ileitis, mesenteric lymphadenitis, 
mesenteric thrombosis, ruptured ectopic 
pregnancy, ruptured graafian follicle, ileo- 
cecal tuberculosis, vasitis, torsion of the 
omentum, volvulus, intussusception, etc., etc., 
ad infinitum. However, when one misses one 
of these unusual conditions he does not feel 
quite as responsible or guilty as he would 
having missed one of the forementioned 
“Big Six”. 
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CLINICAL PATHOLOGIC CONFERENCE 


The University of Oklahoma School of Medicine 
Presented by the Departments of Pathology and Medicine 


Howarp C. Hopps, M.D. AND ROBERT C. LAWSON, M.D. 
OKLAHOMA CITY, OKLAHOMA 


DR. HOPPS: This obviously complex diag- 
nostic problem will be discussed by Dr. Law- 
son. His knowledge of the case is derived 
from the same information which has been 
furnished to each of you in mimeographed 
form. 


PROTOCOL 

Patient: J. S., 28 year white male. 

Chief Complaints: Swelling of face, diar- 
rhea and bleeding from gums. 

Present Illness: This 28-year-old oil field 
worker was apparently in good health, with 
the exception of a known peptic ulcer, until 
two and one-half months before admission 
to University Hospital, at which time he de- 
veloped a sore throat and fever. A liquid 
sulfonamide preparation was prescribed by 
his local physician because of a known al- 
lergic response (urticarial) to penicillin. 
After four days of treatment he became 
asymptomatic. Twenty days later he first 
noticed aching of the dorsum of the left foot 
after long hours of standing. A few days 
later, a similar aching occurred in the right 
foot. He continued to have aching and slight 
swelling of the feet and region of the left 
calf. He took a week’s “vacation” but when 
he returned to work he noticed a marked in- 
crease in the aching with marked swelling 
of the left leg and observed a few “red 
spots” on the instep of the left foot. One 
week later the “red spots” had spread over 
the rest of the body, excepting the face, and 
he became unable to work. Following this he 
had an occasional episode of nausea and 
vomiting and one morning (six weeks after 
onset of present illness) he awoke with stiff- 
ness and aching of the neck, elbows and 
knees. He consulted his local physician who 
gave him a transfusion with resultant defi- 
nite improvement of the joint symptoms and 
almost complete clearing of the rash within 
three days. A few days later he developed 
coryza, a cough productive of small amounts 
of sputum, chilliness, fever and increased 
sweating. Several days later he was admitted 
to a Veterans Hospital. 


Physical examination at that time reveal- 
ed numerous petechiae over the body, 
especially on the legs; BP was 128/80 mm. 
Hg. Remainder of the physical examination 
was stated to be negative. 

Laboratory examination at that time 
showed a moderate anemia with 10.5 gm. 
Hb. and 3.4 million RBC’s. Hematocrit was 
32 per cent, WBC’s 9,800 with 64 per cent 
neutrophils, 30 per cent lymphocytes and 
five per cent eosinophils. Platelet count was 
310,000. Sedimentation rate was 114 mm. in 
one hour (Westergren). Urinalysis revealed 
a specific gravity of 1.020, 3+ proteinuria, 
numerous WBC’s, many RBC’s and a mod- 
erate number of red and white cell casts. 
Repeated urine examinations were unchang- 
ed. Chest x-ray was negative. Bleeding time 
ranged from four to nine minutes on repeat- 
ed examinations. A barium meal revealed an 
irritable duodenal cap with persistent de- 
formity, but no ulcer niche. Bone marrow 
findings were felt to be incompatible with 
thrombocytopenic purpura. (Purpura was 
the outstanding manifestation during the 
first part of the patient’s hospital course.) 
He was treated symptomatically and during 
the first week ran a low grade fever, follow- 
ing which he became afebrile. Two blood cul- 
tures were negative. Skin tests with crude 
oil and sulfadiazine were negative. A tourni- 
quet test was markedly positive on admis- 
sion. Later it became equivocal — after bed 
rest and disappearance of the  purpuric 
spots. The patient left the hospital, against 
advice, after being there two weeks. 

He was admitted to University Hospital 
approximately one week later — two and 
one-half months after onset of his present 
illness, with an interval history of swelling 
of the face, diarrhea with a small amount 
of red blood, intermittent vomiting with 
flecks of red blood and episodes of severe 
bleeding from the gums. His local physician 
had treated him with a low salt diet and 
two blood transfusions, following which he 
had recurrence of the rash. His usual weight 
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was 160 pounds; on admission he weighed 
140 pounds. 

Physical Examination: Revealed essential- 
ly the same findings as those described for 
the Veterans Hospital. BP was 126/82. 

Laboratory Data: Urinalysis disclosed 
1+. proteinuria, no RBC’s, 10-15 WBC’s 
h.p.f., Hb was 10 gm. per cent; RBC’s were 
4.19 million, WBC’s 29,800 with 82 per cent 
neutrophils (16 stab forms), two per cent 
eosinophils, 11 per cent lymphocytes and 
five per cent monocytes. NPN was 100 mgm. 
per cent CO, combining power 44.8 vol. per 
cent; bleeding time one min. 30 sec.; clot- 
ting time 11 min. 45 sec.; cephalin floccula- 
tion and Mazzini tests were negative. Bone 
marrow aspiration study was not diagnostic 
of any blood dyscrasia, but it was thought 
that myelogenous leukemia could not be posi- 
tively excluded. 

Clinical Course: The patient was afebrile 
throughout his hospital stay and the pur- 
puric spots cleared. He improved subjective- 
ly and was discharged to be followed in the 
Clinics. 

Final admission was five weeks after his 
first admission to University Hospital, at 
which time the patient complained of hema- 
turia, swelling of the face, abdomen and 
lower extremities, aching in the muscles and 
bones of the lower extremities, dysuria, noc- 
turia (3-4 times), frequency, polydipsia and 
headache. 

Physical examination now revealed tem- 
perature 98.8°; BP 160 110; P. 120; R. 20. 
The patient appeared pale and had general- 
ized edema. He weighed 172 lbs. A few 
petechiae were present over the forearms 
and legs. The gums were hypertrophic with 
evidence of recent bleeding. A fluid wave 
was present in the abdomen. The liver, 
spleen and kidneys were not palpable. The 
heart was not enlarged and no murmurs 
were heard. The second aortic and second 
pulmonic sounds were increased. The lung 
fields were clear except for slight dullness 
and decreased breath sounds in the right 
base posteriorly. The remainder of the ex- 
amination was essentially negative. 


Urinalysis on last admission revealed 4+ 
proteinuria, 60-80 RBC’s/h.p.f. and 20 
WEC’s/h.p.f. Specific gravity was 1.012. 
Several overnight urine specimens contained 
one to two coarsely granular casts /h.p.f. Hb. 
was six gm. per cent; RBC’s 2.61 million, 
WBC’s 21,900 with five per cent eosinophils. 
Repeated differential counts showed 7-12 
per cent eosinophilia. Bleeding time was 
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seven min. 55 sec. and coagulation time six 
min. 25 sec. Creatinine clearance was 34.7 
liters /24 hrs. Blood urea nitrogen on admis- 
sion was 41 mgm. per cent and steadily in- 
creased to 100 mgm. per cent during the 
hospital stay. On BSP test, no dye was re- 
tained in the 30 minute specimen. A repeat- 
ed bone marrow study revealed no leukemic 
cells. Muscle biopsy revealed no evidence of 
periarteritis nodosa. 

Management of the case included bed rest, 
sedatives, diet low in sodium and protein, 
antacids and repeated transfusions. During 
the first portion of his hospital course the 
patient lost 10 lbs. and seemed to improve 
slightly. On his 17th hospital day the BP 
was 130/90; however, the blood urea nitro- 
gen continued to increase. The urine sedi- 
ment showed little change. The patient ex- 
perienced intermittent headaches and oc- 
casional vomiting. On the 24th hospital day 
the patient complained of orthopnea and 
presented signs of congestive failure. He 
was therefore digitalized with abatement of 
the orthopnea. Five days later the patient 
awoke with a headache which increased in 
severity until noon. During the afternoon he 
experienced repeated clonic generalized con- 
vulsions and the blood pressure rose to 220 
130. No localizing signs were demonstrable 
on neurological examination. Convulsions 
could not be controlled with sedatives and 
magnesium sulfate. Respirations became 
labored and the patient lapsed into coma 
three hours before he died — just a little 
less than five months after his first symp- 
toms. It was noted that no urine was passed 
during the last 24 hours. 


CLINICAL DIAGNOSIS 

DR. LAWSON: Here is a wealth of informa- 
tion that has to be sorted out and evaluated 
rather carefully before one can even get a 
hint as to the possible basis of this patient’s 
disease. As in most problems in medicine, a 
chart one and one-half inches thick usually 
implies that the patient either has a basic 
functional disorder or that the diagnosis has 
never been made during life or during the 
time observations have been made. Appar- 
ently this is borne out by our case for today. 

The patient concerned was 28-years-old, 
male, an oil field worker. We know almost 
nothing of his past except that there was a 
history of a peptic ulcer. Also, it is implied 
that at one time he had some sort of sensi- 
tivity and reaction to penicillin. Nothing is 
known of family history. Recapitulating his 
present illness we find he had a subacute 
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progressive fatal disease which lasted ap- 
proximately four and one-half months. It 
ended in uremia and some sort of encephalo- 
pathy. During this period of time there were 
three hospital admissions, during which a 
bulk of material was accumulated. The onset 
was rather abrupt, with sore throat and 
fever; followed by presumably empiric treat- 
ment with sulfonamides for four days. At 
this time there apparently was some im- 
provement. Following this there was another 
train of symptoms set up which came some 
20-24 days later. These included red spots, 
progressing to a generalized rash, which is 
later described as purpuric, nausea and vom- 
iting, stiffness and aching of the muscles, el- 
bows and knees. At this phase of the dis- 
ease he again was empirically treated, pre- 
sumably, with a blood transfusion, following 
which it is stated that the rash improved for 
a short period of time. There is no particu- 
lar relationship between these periods of 
treatment and improvement, so far as I can 
make out from the history, or from the types 
of therapy used. After that period of im- 
provement there was again a recrudescence 
of his early symptoms, coryza, cough, sput- 
um, chilliness, sweating, and at this time 
he was first admitted to a hospital. Here we 
have some definite observations made. He 
had normal blood pressure; petechiae were 
present; he had moderate anemia; normal 
differential; eosinophil count was within 
normal limits, perhaps within upper limits 
of normal; platelets were normal, sedimen- 
tation time was markedly increased; uri- 
nalysis showed proteinuria, red cells, white 
cells and casts containing both red and white 
cells. The bleeding time was probably with- 
in normal limits. Bone marrow aspiration 
gave no positive information. A tourniquet 
test at one time was positive. There was 
fever, which was up and then down. Skin 
tests were not revealing for contactants to 
which the patient might have had sensitivity. 
Following this two week period of observa- 
tion and symptomatic treatment, he again 
improved and left the hospital. Again he 
had difficulty later on, at which time he was 
admitted for the first time to University 
Hospitals. Here a new group of symptoms 
is noted — swelling of the face, bleeding 
from mucous surfaces — the bowel, the skin 
and the gum tissue. There was a change in 
the blood findings, this time a change in the 
leukocyte count. There is definite leukocy- 
tosis, definite shift to the left, and the bleed- 
ing and clotting time was apparently nor- 
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mal. Urinalysis was not particularly reveal- 
ing except specific gravity is moderately low. 
Liver damage is fairly well ruled out at this 
phase by a normal cephalin flocculation, and 
the Mazzini fairly well rules out an active 
luetic lesion. The NPN was markedly ele- 
vated to 100. A bone marrow aspiration this 
time gave equivocal results. It is stated that 
leukemia could not be completely ruled out. 
Bed rest and symptomatic treatment again 
produced improvement. 

Final admission was some five weeks after 
that admission and some three and one-half 
months after onset of illness. At this time 
there was gross hematuria, generalized 
edema, polyuria, more pain in the muscles 
and joints, frequency, headaches and periods 
of abdominal distress. First there had been 
a weight loss of 20 lbs., now there is a 
weight gain of over 32 lbs. Petechiae are 
noted again, bleeding from gums, and basilar 
chest dullness is observed. Laboratory again 
shows findings related to the kidney, pro- 
teinuria, hematuria, and white blood cells. 
Anemia is more profound, still leukocytosis, 
still nitrogen retention, and bone marrow 
aspiration again is not diagnostic. A muscle 
biopsy was not helpful. The patient was 
treated symptomatically with blood, low 
sodium, low protein intake and rest. In spite 
of this he went downhill, developed further 
symptoms related to the heart, dyspnea, 
orthopnea, which responded to digitalization, 
rise in blood pressure, terminal anuria, con- 
vulsions and death. 

Upon reviewing this protocol one’s atten- 
tion is drawn to three organ systems. The 
first, in view of the purpura stressed 
throughout the illness, is the blood forming 
system itself. However, no specific diagnosis 
can be made in this regard. Most primary 
blood dyscrasias have certain individual 
characteristics, none of which were observed 
in this individual. Leukemia, except  oc- 
casionally perhaps lymphocytic leukemia, 
can almost invariably be diagnosed if ade- 
quate bone marrow specimens are studied, 
and this seems to have been done here. Pri- 
mary purpura, or Werlhof’s disease, is not 
borne out by the findings. Various types of 
symptomatic purpura can only be presumed 
or supposed. It is rare for the symptomatic 
purpuras to end in a rapid, violent death 
such as occurred in this individual. A multi- 
tude of septic diseases might be considered 
— subacute bacterial endocarditis, ricket- 
tsial diseases such as typhus, Rocky Moun- 
tain spotted fever, Japanese river fever, etc. 
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All of these have some features which might 
fit into this individual’s history, but none of 
these commonly follow this exact course. 
Had the rickettsial diseases been more 
strongly suspected during life, we would 
have had indications from certain agglutina- 
tion tests, which are not available. Subacute 
bacterial endocarditis seems to be ruled out 
by negative blood cultures, the absence of 
cardiac murmurs and the absence of ante- 
cedent heart disease. 


The next group of diseases to consider 
affect primarily the kidney. Secondly we can 
mention acute glomerulonephritis, rapidly 
advancing to terminal illness or going 
through a subacute phase, reactivated into 
an acute terminal phase; an acute exacer- 
bation of chronic pyelonephritis; sulfona- 
mide nephrosis — but these diseases do not 
fit exactly this patient’s course. In the first 
place, it is quite rare for an acute glo- 
merulonephritis not to show hypertension; 
this individual did not have hypertension 
in the early weeks of his disease. Further- 
more, the variability in the urinary findings 
is not too consistent with the diagnosis of 
acute glomerulonephritis. Pyelonephritis of 
this degree certainly should carry some ante- 
cedent history or findings, which we do not 
have. Sulfonamide crystaluria with destruc- 
tive or obstructive process resulting in the 
kidney usually does not follow this chronic 
a course; it is more rapidly fatal in a course 
of a few weeks or days. 


Finally we come to that group of dis- 
eases which most reasonably fits this case. 
A major consideration is the multiple sys- 
tems which are involved — the skin, the 
kidneys, presumably the heart, the blood 
forming organs, perhaps the lungs, and 
probably the brain. Obviously some wide- 
spread destructive process is at work. Cer- 
tain findings are highly significant: 


1. The change in blood pressure — this 
individual had normal tension and in 
the space of four and one-half months 
developed marked hypertension. This 
only happens in two or three condi- 
tions: 

a) Rapidly advancing malignant ne- 
phrosclerosis — of which this might 
be an example, but which is very un- 
likely. 

b) Cortical necrosis of the _ kidney, 
which is very rare. 

c) A group of diseases which I want 
to discuss in more detail — that 
group which is typified by poly- 
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arteritis nodosa, necrotizing an- 
giitis, or hypersensitivity angiitis 
— all probably different aspects of 
the same basic process. The change 
in blood pressure exemplified by this 
individual is often observed in this 
disease. 


2. Fairly rapid development of marked 
anemia is often seen. More significant 
than the anemia as such is the eosino- 
philia which was present in the pa- 
tient’s last weeks. 


3. Renal changes indicated that practical- 
ly all areas of the kidney are involved 
— glomeruli, afferent and efferent ar- 
terioles and tubules. There were red 
cells, white cells, various types of casts, 
proteinuria, later renal failure casts 
were seen and specific gravity became 
fixed. This change is characteristic of 
polyarteritis nodosa. 


4. Now, about the blood forming organs 
and bleeding phenomena in this dis- 
ease. These manifestations are bizarre 
and are not associated primarily with 
the blood forming organs themselves, 
but rather the vascular supply to these 
organs. The variable findings of bleed- 
ing, coagulation time, number of pla- 
telets and changes in the blood count 
are all compatible with polyarteritis 
nodosa. Recall that this disease is one 
which affects collagen structure, reticu- 
lum and ground substance, and you will 
understand that the widespread mani- 
festations of this disease can be cor- 
related easily with that basic disorder. 


Other diseases which can be considered 
with this group are — lupus erythematosus, 
scleroderma and dermatomyositis, although 
these do not quite follow the pattern set 
forth here. Skin lesions characteristic of 
lupus erythematosus are not described here. 
A certain phase of that disease without skin 
lesions might be considered — the Libman- 
Sach’s syndrome — but here again I think 
we would have different findings, particular- 
ly in the urine. Obviously the case is not 
scleroderma. Bizarre manifestations of the 
rheumatic state are very unlikely in view 
of the termination of this disease. From a 
clinical standpoint I believe that this individ- 
ual had polyarteritis nodosa, or a necrotizing 
form of angiitis. Perhaps this was on the 
basis of sulfonamide sensitivity, although 
the disease is often of completely unexplain- 
ed etiology. 
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CLINICAL DISCUSSION 
Q. Is not the negative muscle biopsy 
against periarteritis nodosa, 


DR. LAWSON: Biopsy of peripheral muscle, 
unless pain is actually experienced in that 
area, is a rather futile way to demonstrate 
the disease. It has been determined statis- 
tically, from autopsy material, that the 
diagnostic yield from a single isolated muscle 
biopsy is not high. I am inclined not to take 
too seriously the one negative biopsy. 


ANATOMIC DIAGNOSIS 


DR. HOPPS: Dr. Lawson has given a very 
interesting discussion of those general, prob- 
ably allergic disorders which affect reticu- 
lum, ground substance and collagen. Schon- 
lein-Henoch’s purpura is one of those dis- 
eases of collagen. It is not far removed from 
periarteritis nodosa or lupus erythematosus 
disseminata. Occasionally we find a case of 
Schonlein-Henoch’s purpura with principal 
manifestations of rheumatic fever that has 
vague symptoms pointing to other organs 
and proliferating and necrotizing vascular 
lesions involving these organs. Occasionally 
too we find cases with principal manifesta- 
tions of glomerulonephritis in which the 
renal lesions are complicated by arteritic 
lesions in other organs. There may be myo- 
carditis as well. Perhaps as we get to know 
more and more about this general group 
of diseases we will have a better term than 
collagen disease, and yet a general term 
qualified by some sub-classification to indi- 
cate whether the effects are predominantly 
cardiovascular, or renovascular or myo- 
dermal, arterial or arteriolar, etc. The case 
which Doctor Lawson has discussed is a 
case of Schonlein-Henoch’s purpura, also 
called anaphylactoid purpura. These persons 
often terminate with manifestations of 
glomerulonephritis; sometimes the terminal 
picture is similar to that of rheumatic fever. 
A fair percentage of persons who die of this 
disease die of cerebrovascular hemorrhage 
and that was the precipitating cause of 
death in this patient. The gross pathologic 
findings in this case are not so spectacular 
as are the microscopic changes. 


This patient was fairly well nourished at 
the time of his death. His abdominal cavity 
contained 400 ml. of straw-colored trans- 
udate type fluid. The hepatic margin 
extended three cm. below the costal margin 
in the right midclavicular line. The _ gall- 
bladder, duodenal cap and adjacent struc- 
tures were enmeshed in dense fibrous adhes- 
ions which were related to the peptic ulcer 
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which this man had had in the past and 
which had produced scarring of the duodenal 
bulb. In addition, there was an acute pene- 
trating ulcer which had extended through 
the duodenum into the head of the pancreas. 
The right pleural cavity contained 500 ml. 
of fluid similar to that just described. Ap- 
proximately 20 per cent of that cavity was 
obliterated as the result of fibrous adhesions. 
Almost all of the left pleural cavity was 
obliterated by fibrous adhesions. The peri- 
cardial cavity contained about two times the 
normal amount of fluid, 75 ml. 


The heart weighed 500 gm., which is 
about what we might expect with a history 
of this sort, assuming the increased weight 
to be the result of hypertension. There were 
no valvular lesions such as would have been 
expected if this had been a case of Libman- 
Sach’s syndrome, where there are peculiar 
delicate vegetations, especially on the under 
surfaces of the mitral cusps. The myocard- 
ium itself appeared essentially normal to 
gross inspection, although important lesions 
were revealed by microscopic study. Both 
lungs were increased in weight considerably 
— a little more than twice the normal. This 
was the result of acute congestion together 
with a considerable amount of edema. To 
deviate for a moment, it is observed with 
great frequency in individuals who have 
had a cerebrovascular accident or an opera- 
tive procedure of the brain, that there tends 
to be a great deal of edema and hyperemia of 
the lungs. I suspect that the pulmonary 
edema and hyperemia here is related to such 
a process rather than to acute congestive 
failure. The brain weighed 1750 gm., — as 
you know, the normal is around 1300 gms. 
There was an extensive left occipital subara- 
chnoid hemorrhage of recent origin. Sections 
of the brain revealed a large cavity, approxi- 
mately 12 cm. in largest dimension, extend- 
ing from the frontal pole of the frontal lobe 
back into the occipital lobe. This massive 
intracranial hemorrhage was the precipitat- 
ing cause of death. 


The spleen was a little bit enlarged, 200 
gm.; it was firm. Lymph nodes all over the 
body were enlarged one and one-half to 
two times; they too were firm. The gastro- 
intestinal tract was not remarkable except 
for the scarred duodenal bulb and the small 
penetrating ulcer previously mentioned. The 
liver weighed 2360 gm., a considerable in- 
crease over normal size. That was due to a 
combination of parenchymatous degenera- 
tion, or cloudy swelling, and considerable 
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fatty change. 

The kidneys were striking. The left 
weighed 300 gm., and the right 310 gm., ap- 
proximately twice the normal. They were 
pale yellowish-pink. Cut surfaces bulged 
markedly and presented a fairly typical pic- 
ture of acute to subacute glomerulonephritis. 

Microscopically, the kidneys were most 
spectacular. They presented the typical pic- 
ture of subacute glomerulonephritis. Pro- 
liferative changes predominated. The heart 
exhibited small foci of interstitial myocar- 
ditis somewhat similar to but not identical 
with the specific granulomatous foci of rheu- 
matic fever. There were also occasional pro- 
liferative and necrotizing changes of small 
arteries, principally in the intestinal tract. 
The reticulo-endothelial system was every- 
where hyperplastic, but without evidence of 
any changes suggesting leukemia. The bone 
marrow was essentially normal, considering 
the circumstances. It was hyperplastic, be- 
cause this person had suffered considerable 
hemorrhage and there was a shift to the left, 
particularly in the erythrogenic elements. 

Our final pathologic diagnosis was: 

1. Schonlein-Henoch’s (“allergic”) pur- 

pura with: 

a. Intracerebral hemorrhage massive, 
left occipital lobe with rupture into 
sub-arachnoid space 


b. Pulmonary hemorrhages, multiple, 
small 


c. Hemorrhage into gastrointestinal 
tract (occult source) 


d. Glomerulonephritis, sub-acute (pro- 
liferative). 

e. Hypertrophy of heart, predominant- 
ly left ventricular (due to secondary 
hypertension) 


f. Interstitial myocarditis, multiple 


foci, slight 


g. Cardiac dilatation 
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h. Gastro-enteritis, focal, chronic, pre- 
dominantly perivascular 

i. Generalized edema, particularly 
marked in brain and lungs. 


All these are listed under Schonlein- 
Henoch’s purpura. They are not only com- 
patible with, but characteristic of the dis- 
ease. 


GENERAL DISCUSSION 

Q. Is there any specific pathologic finding 
pathognominic of this disease? 

DR. HOPPS: No. This is in the nature of a 
syndrome; it requires a group of things to be 
associated together to make this particular 
diagnosis. The diagnosis includes and _ is 
based in part on the clinical manifestations 
of this patient — knowledge of changes in 
the peripheral blood, knowledge of his 
course, the knowledge that purpura was one 
of the prominent features throughout rather 
than simply an agonal phenomenon. 

Q. Isn’t this disease usually benign in its 
course? 

DR. HOPPS: Yes. The majority recover. 


To amplify one of Dr. Lawson’s comments, 
I believe that a hit or miss biopsy, from 
the standpoint of location, in suspected peri- 
arteritis nodosa is not indicated. The time, 
effort and discomfort to the patient does not 
warrant its use. If you can feel a nodule, 
if there is a specifically tender place, if there 
is some reason to make you think that a par- 
ticular spot might show the lesion, then 
muscle biopsy is a very worthwhile pro- 
cedure. Occasionally one sees lesions similar 
to those of polyarteritis nodosa as an inci- 
dental finding in operative specimens. Such 
lesions are not rare in the appendix. Poly- 
arteritis nodosa in mild form, and perhaps 
limited to a very few foci, is probably much 
more common than we appreciate. The great 
majority of people with this mild form of 
the disease probably recover without the 
diagnosis ever having been suspected. 
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ALIDASE*IN SURGERY 
Preoperative, Operative, Postoperative— 


The complicating factors of venous thrombosis and “worn-our” veins have frequently 
made intravenous fluid administration a difficult and uncomfortable procedure. 


The simplicity of subcutaneous fluid administration aided by Alidase (hyaluronidase) 

and the safety of this route make hypodermoclysis a valuable method for preoper- 

ative and postoperative fluid administration. 

During surgery, Alidase-facilitated hypodermoclysis often offers the distinct advan- Pe 
tage of permitting injection at a site remote from the surgical field and eliminates eS: 


the cumbersome arm board. G. D. Searle & Co., Chicago 80, Illinois. “ate 


RESEARCH IN THE SERVICE OF MEDICINE SEARLE 


Si 
~ 
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Dresident’s Vage 


Thoughts from the 1951 Annual Meeting ... 


Those of us who heard John Cline, M.D., the new President of the American Medical 
Association, gained inspiration and new faith in American medicine. With unassuming, vig- 
orous leadership such as this, we steadily gain stature in the eyes of the American people. 
We hope that all of us may hear him when he returns to Oklahoma this fall. 


A proposal has been made that the scientific sessions be only a one-ring circus instead 
of a two ring circus at the 1952 meeting. This would afford opportunity to hear all that is 
going on in the scientific meeting at any one time. It would afford larger audiences to those 
who labor to prepare papers. An additional proposal to start the morning sessions at 9:30 
or 10:00 instead of 8:30 A.M. is designed to allow more time for visitation of the scientific 
and technical exhibits, to slow down the usual hectic convention pace and perhaps allow 
the busy doctor away from home to get a little more sleep in the mornings. Those who are 
responsible for arranging the 1952 meeting would sure like to hear from a lot of members 
whether they would like such changes in schedules. 


Military Service Committee members have spent many long hours in meetings during 
this past year. General Robinson and Colonel Liston were warm in their praise of the work 
of this committee. Their cooperation, through contacts with Fred Hood, M.D., and Dick 
Graham, has been unexcelled and we thank them wholeheartedly for all of us. 


President 
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For HIGH Pollen Levels— 


HIGH 
Antihistaminic Potency 


Neo-Antergan is characterized by high 
antihistaminic potency—and a high index 
of safety. It affords prompt, safe, sympto- 
matic relief to the allergic patient during 
distressing periods of high pollen levels. 

Neo-Antergan is available on prescription 
only, and is advertised exclusively to the 


medical profession. 


* * * 





Available in coated tablets of 25 mg. and 50 mg. in 
bottles of 100, 500, and 1,000. 


The Physician’s Product 


NEO-ANTERGAN 


MALEATE 


(Brand of Pyrilamine Maleate) 
(Formerly called Pyranisamine Maleate) 





MERCK & CO., INC, 


Manufactu ring Chemists 





COUNCIL eS ACCEPTED 


RAHWAY, New serserv 
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FIFTY YEAR PIN CLUB 
GAINS THREE MEMBERS 


Three pioneer Oklahoma physicians representing Me- 
Alester, Grove and Depew recently received 50 Year 
Pins. New wearers of the gold lapel pin are L. 8. Wil 
lour, M.D., MeAlester; C. F. Walker, M.D., Grove; 
and J. L. Wharton, M.D., Depew. 

Doctor Willour’s pin was presented to him by 7. & 
McCarley, M.D., also of McAlester and a past president 
of the O.S.M.A., in a ceremony planned by the Pitts 
burg County Medical Society with the public invited. 

Doctor Willour has practiced in Oklahoma and Indian 
Territory since he located at Olney, Coal County, in 
1905. He was born March 12, 1880, at Troy, Pennsyl 
vania. Graduating May 25, 1901, from Medico Chirurgi 
eal of Philadelphia, he practiced in his native state 
until coming to Indian Territory. In 1912 he moved 
from Atoka to McAlester. He took time out during the 
first World War for two years of duty with the U. 8. 
Army. He served overseas with the rank of major as 
chief of a surgical service of a base hospital in France. 
Retaining a commission as colonel in the organized re 
serve until 1936, he retired in 1945. Doctor Willour is 
a past president of the Oklahoma State Medical Asso 
ciation (1918-1919), a member of the Council for 25 
years and former Secretary-Treasurer-Editor. He is 
also active in the Masonie Lodge, Elks Club, American 
Legion and other civie organizations. 

C. F. Walker, M.D., physician at Grove for almost 
half a century, was presented his 50 Year Pin at a 
meeting of the Ottawa-Craig County Medical Society 
held at the Connell cabin, Groveport. Finis Ewing, M.D., 
Muskogee, presented the pin. Doctor Walker was born 
November 17, 1875. He was graduated from St. Louis 
University in 1902. 

Leaving his native state of Arkansas, J. L. Wharton, 
M.D., Depew, began practicing in Duncan, Oklahoma, 





soon after his graduation from Memphis Hospital Med 
ical College in 1904. He was born at Russellville, Ark. 
July 27, 1873. After practicing in Duncan eight years, 
he moved to Ketchum where he was married September 
1, 1916. Doctor Wharton continued his medical prae 
tice in Ketchum until 1930 when he moved to Depew 
and has practiced there since that time. Doctor What 
ton’s 50 Year Pin was presented at the regular meeting 
of the Creek County Medical Society held in Bristow 
and presentation was made by Ralph McGill, M.D., 
Tulsa, 1950-51 O.S.M.A. President. 





TOP J. L. Whaton, M.D., Depew, reads his Life Membership certificate follow 
ing the presentation of it and his 50 Year Pin by Ralph A. McGill, M.D. (right) 
Tulsa, 1950-51 O.S.M.A. President. 


CENTER C. F. Walker. M.D., Grove, (left) receives his 60 Year Pin from 
Finis Ewing, M.D., Muskogee. 


LOWER PICTURE shows L. 8S. Willour, M.D., McAlester immediately follow 
ing the presentation of his 50 Year Pin in ceremonies held in the auditorium in 


McAlester. 





Cortex 
Extract 


Protection against failing cortical activity 
of the adrenal gland in situations of acute 
stress is provided with biologically stand- 
ardized Adrenal Cortex Extract. This 
preparation supplies all corticoids known 
to be essential to life and instrumental in 
recovery from surgery, severe accidents, 
extreme toxicity, severe infections, exten- 
sive burns. Persistent excessive demand in 
stress situations produces diminishing ad- 
renal cortex response which may be offset 
with Adrenal Cortex Extract, Sterile Solu- 
tion, for administration by the subcutane- 
ous, intramuscular, or intravenous routes. 
Literature on Upjohn adrenocortical 
preparations available on request. S 
Supplied in 10 cc. and 50 cc. vials. es. 
Each cc. of Upjohn Adrenal Cortex Extract 
contains the biological activity equivalent to 
0.1 mg. of 17-hydroxycorticosterone, as stand- 
ardized by the Rat Liver-Glycogen Deposi- 
tion test. Alcohol 10%. 








284 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


July, 1951 


OBITUARIES 


CHARLES W. HAYGOOD. MLD. 
1909-1951 

Charles W. Haygood, 41, Shawnee physician for the 
past 11 years, died May 8 in an Oklahoma City hos- 
pital following an illness of several months. 

Doctor Haygood, who was born at Handley, Texas, 
came to Shawnee in 1940 as director of the health de- 
partment there and in 1946 he entered private practice. 
He took his premedical training at Oklahoma Baptist 
University and received his M.D. degree from the 
University of Oklahoma School of Medicine in 1935. 
He practiced in Oklahoma City two years before join- 
ing the State Health Department. He also practiced in 
Gladewater, Tex. 

Survivors include the widow of the home; three 
daughters, Charlotte Louise, five; Linda Lou, three; 
and Sharon Sue, nine; his mother; a half-brother; and 
a half-sister. 


G. R. GERARD, M.D. 
1870-1951 

G. R. Gerard, M.D., early day Chickasha physician, 
died May 8 in a Texas hospital after an extended ill- 
ness, 

Doctor Gerard was born Sept. 21, 1870 at Cleveland, 
Ohio, and graduated from Kansas City medical school, 
Kansas City, Mo., in 1899. He then moved to Grady 
county, Indian Territory where he practiced until he 
suffered a paralytic stroke 16 months ago. 

Survivors include his widow of the home, two sons, 
John Gerard, M.D., Dewey; and Rene Gerard, M.D., 
Durant; one daughter and one sister. 


WILSON D. BAIRD. M.D. 
1863-1951 

Wilson D. Baird, M.D., died May 8 following a heart 
attack. 

Doctor Baird was born in New Douglas, Ill. and 
practiced in Altus and Stroud before coming to Okla- 
homa City 20 years ago. He was a graduate of Kansas 
State College, Manhattan, Kans., and received his med- 
ical degree in 1895 at Emory University, Atlanta, 


BOOK 


CURRENT THERAPY 1951. Howard F. Conn, M.D., 
Editor. Philadelphia and London, W. B. Saunders 
Company. 1951. 

This volume of 700 pages edited by Howard F. Conn 
with 12 consulting editors, a galaxy of additional con- 
sultants and hundreds of contributors, offers the prac- 
ticing physician ready reference to all pathological con 
ditions and the respective contributors’ choice of all 


Georgia. 














PHARMACEUTICALS 
A complete line of laboratory con- 
trolled ethical pharmaceuticals. Chemists 


to the Medical Profession since 1903. 


E. H. COACHMAN, M.D. 
1903-1951 
E. H. Coachman, M.D., Muskogee, died May 24, 1951, 
A graduate of the University of Michigan in 1926, he 
had practiced in Muskogee for many years and spe- 
cialized in EENT. Doctor Coachman was born March 
30, 1903. 


RESOLUTION 

WHEREAS, The Staff of the Muskogee General Hos- 
pital being mindful of its loss in the tragic death of 
Dr. E. H. Coachman, and, 

WHEREAS, The said Staff desiring to record this 
sense of loss, and, 

WHEREAS, It is the wish of the Staff as a whole, 
and each individual member, that this feeling be con- 
veyed to the wife and children, 

BE IT FURTHER RESOLVED, That the Staff of 
the Muskogee General Hospital by standing vote accept 
these resoultions as evidence of the deep respect in 
which the memory of Doctor Coachman is held, and, 

BE IT FURTHER RESOLVED, That a copy of this 
report be spread upon the minutes of the meeting at 
which it is read, to the end that it may be preserved 
in the perpetuity, and, 

BE IT FURTHER RESOLVED, That a copy of 
these resolutions be sent to the family as an expression 
of this Staff’s sympathy. 

s/C. L. Oglesbee, M.D., Chairman 
H. T. Ballantine, M.D. 
J. T. Woodburn, M.D. 
COMMITTEE ON THE STAFF OF THE 
MUSKOGEE GENERAL HOSPITAL 
Muskogee, Oklahoma 
May 31, 1951 


C. P. BELL, M.D. 
1873-1951 
C. P. Bell, M.D., pioneer retired Craig County phy- 
siican, died at his home in Welch April 28, after an 
illness of four years. Doctor Bell was born near Han- 
nibal, Mo. and had practiced in Welch for 50 years 
before retiring due to ill health. 


REVIEW 


applicable remedies with methods of procedure, dosage 

and the anticipated response. The book contains 16 sec 

tions and a comprehensive index to facilitate its use. 
This handy volume on the busy doctor’s desk should 


serve as a short cut to the current approved therapy, 
thus enabling him to give his patients the benefit of 
the accumulated therapeutic knowledge and skills with 
the least possible delay. — Lewis J. Moorman, M.D. 


THE ZEMMER CO., PITTSBURGH 13, PA. 
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Beauty with brains 


Your patients probably won't see beyond the sleek, blond 
mahogany and smooth styling of this modern beauty. 
But you'll appreciate the qualities hidden from view in 
the compact cabinet. 

Consider its remarkable accuracy. In continuous re- 
cordings — one foot or fifty, there’s never the slightest 
functional variation. 

More than this, the Cardioscribe provides wide diag- 
nostic range by facilitating the application of the follow- 
ing combinations of patient leads: 

1, 2, 3 — Standard Extremity Leads 

aVR, aVF, aVL — Augmented Unipolar Extremity 
Leads (Goldberger) 

VR, VF, VL — Unipolar Extremity Leads (Wilson) 

V (1 to 6 incl.) — Unipolar Chest Leads 

Seven push-button controls make it possible to auto- 
matically select any of the above leads. More, there's no 
necessity for any change in the patient's electrodes other 
than that of properly positioning the exploratory elec- 
trode when unipolar extremity leads or unipolar chest 
leads are employed 

See your GE x-ray representative for a demonstration, 


or write 


GENERAL @@ ELECTRIC 
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Direct Factory Branches: 


OKLAHOMA CITY — 627 N. W. Tenth Street 


TULSA — 326 Court Arcade Bldg. 
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A BIG TIME-SAVER 
FOR EVERY DOCTOR 


This handy booklet for new 
mothers was “built to doctors’ 
orders”. It contains blank forms 
for filling in your instructions 
and formulas. 
It provides a permanent case-his- 
tory record. A memo will bring 
you a sample...or as many as you 
want for your daily practice... 
without obligation. 
Many doctors are prescribing 
“Daricraft Homogenized Evapo- 
rated Milk”. It is always uniform, 
safe, sterilized, easy to digest, and 
high in food value and minerals. 
Daricraft contains 400 U. S. P. 
units of Vitamin D per pint. 











HAVE YOU HEARD? 


Freeman Stough, M.D., Geary, has moved to his new 
office and living quarters in that city. He has com- 
pletely remodeled the building and has four examining 
rooms. 

C. S. Stotts, M.D., formerly of Pawhuska, has dis- 
continued his practice there and is taking postgraduate 
work in surgery in Kansas City. 

D. B. Ensor, M.D. held a pienie on his lawn the 
latter part of June for all the babies he has delivered, 
unofficially estimated at 1,000. 

J. G. Wood, M.D., Weatherford, recently addressed 
the Kiwanis club there on socialized medicine. 

R. K. McIntosh, Jr., M.D., Tahlequah, was elected 
president of the Cherokee county chapter of the North 
eastern State College alumni association. 

O. J. Haga, M.D. and Harold A. Rosier, M.D., Wau 
rika, have recently remodeled a building there convert 
ing it to a modern elinie. 

N. H. Cooper, M.D., Ponea City spoke on ‘*‘ Food 
Handlers’’ when he addressed the Eighth District 
Nurses association recently. 

J. H. Rollins, M.D., formerly of Pawnee, has recently 
moved to Enid. 

W. C. McCurdy, M.D. recently attended the reunion 
of his class of 1903 at the University of Texas medical 
school, Galveston. 

More than 1100 persons attended the formal open 
house of the new Colwick Clinic in Durant recently. 

C. W. Letcher, M.D., Miami, has been notified that 
the Navy selection board has named him for promotion 
from commander to captain (MC) USNR. 

B. B. Coker, M.D., Durant, attended the meeting of 
the American Otolaryngology Association in Richmond, 
Va. 


MEET OUR CONTRIBUTORS 


Brigadier General Paul I. Robinson presented the 
paper, ‘‘The Army Medica] Situation’’ at the 1951 
Annual Meeting symposium, ‘‘The Medical Military 
Scene’’. General Robinson is Chief of Personnel, Office 


of the Surgeon General, Department of the Army, 


Washington, D. C. 

Colonel Richard H. Eanes has a paper on ** Medicine 
and the Selective Service System’’ appearing in this 
issue. Col. Eanes’ paper was also presented at the 
symposium on ‘*The Medical Military Scene’’. He is 
Medical Director of the Selective Service System, Wash 
ington, D. C, 

Philip Thorek, M.D., Chicago, who also had another 
scientific paper and biographical sketch in the May is 
sue, has a paper on ‘‘The Acute Abdomen’’ in the 
July edition. Doctor Thorek was graduated from the 
University of Illinois College of Medicine in 1928 and 
his specialty is general surgery. He is a Diplomate of 
the American Board of Surgery, a Fellow of the Amer 
ican College of Surgeons, Fellow, International College 
of Surgeons, Fellow, American College of Chest Phy- 
sicians, and member of the American Association of 
Anatomists and Sigma Xi. 

Byron Aycock, M.D., Lawton, has a paper on ‘‘ Eval 
uation of Otomycosis’’ in this issue. Doctor Ayeock 
attended Cameron College and received his B.S. and 
M.D. degrees from the University of Oklahoma. Be 
fore coming to Lawton he practiced three years in 
Oklahoma City and was on active duty with the U. 8. 
Navy two years. 
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| 


a new product 











flexible, palatable, easy to prepare 





conform ing 
to the pattern 


of human milk... 


BREMIL—newest product of Borden research—a significant 
advance in infant nutrition. 

BREMIL is a completely modiiied milk in which nutritionally 
essential elements of cow’s milk have been adjusted 

in order to supply the nutritional requirements of infants 
deprived of human milk. 

In BREMIL the calcium-phosphorus ratio is adjusted to a 
guaranteed minimum of 1'% parts calcium to | part 
phosphorus. Gardner, Butler, et al., state: “Relative to 
human milk, cow's milk has a low Ca:P ratio...” 

Nesbit states: “Tetany of the newborn is now recognized 
as a definite entity...and often accompanied by an 
increased phosphorus and lowered blood calcium. * 

BREMIL is fortified with ascorbic acid as inadequate vitamin C 
often leads not only to scurvy but also to megaloblastic 
anemia.° 

BREMIL has the fatty acid pattern of human milk. 

BREMIL has the amino acid pattern of human milk. 

BREMIL is easily digested as it forms a soft flocculent curd 

of small particle size comparable to human milk. 

BREMIL supplies the same carbohydrate as human milk. 

Tn BREMIL vitamins A and D, thiamine, riboflavin, niacia, and 
ascorbic acid have been standardized at or above the 
recommended daily allowances.‘ 

BREMIL is available in drugstores in 1 Ib. cans. 

Complete information and a trial supply may be obtained 
upon request, 


1. Gardner, L. I.; MacLachlan, E. A.; Pick, W.; Terry, M. L., and 
Butler, A. M.: Pediatrics 5:228, 1950. 

2. Nesbit, H. T.: Texas State J. M. 38:551, 1943. 

3. May, C. D., et al.: Bull. Univ. Minnesota Hospitals 21:208, 1950. 


4. Recommended Daily Dietary Allowances, Rev. 1948, Food & 
Nutrition Board, National Research Council. 


Bremil 0... 


Prescription Products Division 


The BORDEN Company 350 Madison Avenue, New York 17, N.Y. 
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RADIOLOGICAL SOCIETY 


Regular meeting of the Oklahoma State Radiological 
Society was held May 22, 1951, at the Mayo Hotel in 
Tulsa during the Oklahoma State Medical Association 
Annual Meeting. Lester Dragstedt, M.D., Professor of 
Surgery at the University of Chicago, was guest speaker 
and discussed the role of the radiologist in the diag- 
nosis and treatment of lesions of the upper gastro- 


intestinal tract. 


FELLOWSHIPS OFFERED 


Arthritis and Rheumatism Foundation is offering re- 
search fellowships in the basic sciences related to arthri- 
tis, to be granted at both predoctoral and postdoctoral 
Application forms may be obtained by writing 


Arthritis and Rheumatism Foun- 


levels. 
the Medical Director, 
dation, 535 Fifth Avenue, New York 17, N. Y. 
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CLASSIFIED ADS 


FOR SALE: G. E. 5-30 combination radiographic 
and fluoroscopic unit, instrument cabinet, examining 
table and various other pieces of equipment and surgical 
instruments good as new. Write Key D, care of the 
Journal. 

FOR SALE: By widow of recently deceased phy 
sician, office furniture and instruments including x-ray, 
typewriter, refrigerator, baby bed, scales and many 
other items of office and laboratory equipment. Write 
Key B, care of the Journal. 


COURSE IN CHEST DISEASE 
Sixth annual postgraduate course in diseases of the 
chest sponsored by the council on postgraduate medical 
education and the Illinois state chapter of the American 
College of Chest Physicians will be presented at the 
St. Clair Hotel, Chicago, Sept. 24-28, 1951. Applications 
and tuition fee of $50.00 should be sent to the American 


College of Chest Physiicans, 112 East Chestnut St., 


Chicago 11, Ill. 
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OFFICIAL PROCEEDING OF THE HOUSE OF DELEGATES 


MEDICAL ASSOCIATION 


OKLAHOMA STATE 


July, 1951 


May 20, 1951 


Tulsa, Oklahoma 


MINUTES OF THE FIRST SESSION 


The. 1951 Sesison of the House of Delegates of the 
Oklahoma State Medical Association was called to order 
at 2:00 P. M. in the Ivory Room of the Mayo Hotel 
in Tulsa, Oklahoma, by the Speaker of the House, 
Alfred R. Sugg, M.D., Ada. 


Following the call to order by the Speaker, the Chair- 
man of the Credentials Committee, McLain Rogers, M.D., 
Clinton, stated that he and the members of the Com 
mittee had marked the Delegates and representative 
Alternates present and that a quorum was present. 


The reading of the minutes of the last meeting of 
the House of Delegates was called for and the follow 
ing motion made after the statement by the Speaker 
that the minutes had been published in the Journal 
immediately following the 1950 meeting. It was moved 
by Forrest Etter, M.D., Bartlesville, that the reading 
of the minutes be dispensed with and approved as pub- 
lished. Motion seconded by Bruce Hinson, M.D., and 


carrte d. 


Following the adoption of the above motion, the 
Speaker, in compliance with the provisions of Chapter 
III, Section 4, Sub-Section (a) of the By-Laws, ap- 
pointed the following Reference Committees: Resolu- 
tions: A. T. Baker, M.D., Durant, Chairman; Henry 
G. Bennett, Jr., M.D., Oklahoma City; W. N. Weaver, 
M.D., Muskogee; H. H. Macumber, M.D., Chickasha; 
W. D. Hoover, M.D., Tulsa. Tellers of Elections: W. W. 
Cotton, M.D., Poteau; John Taylor, M.D., Kingfisher; 
Dick Huff, M.D., Oklahoma City. Amendments to the 
Constitution and By-Laws: Ralph A. Smith, M.D., Ok- 
lahoma City, Chairman; W. T. Gill, M.D., Ada; J. W. 
Mercer, M.D., Enid. Sarqeants-At-Arms: E. A. MeGrew, 
M.D., Beaver; I. W. Bollinger, M.D., Henryetta; J. 8. 
Chalmers, M.D., Sand Springs. 


Following the appointment of the Committees the 
Speaker stated that the following offices were to be 
filled: President-Elect, Vice-President, Secretary-Treas- 
urer, Delegate to the A. M. A., Alternate Delegate to 
the A. M. A., and Councilors and Vice-Councliors from 
Districts 2, 5, 8, 11 and 14. Doctor Sugg entertained 
nominations for President-Elect. Marshall O. Hart, M.D., 
Tulsa, was recognized and nominated Alfred R. Sugg, 
M.D., Ada. O. H. Miller, M.D., of Ada, spoke briefly 
in support of the nomination of Doctor Sugg for Pres- 
ident-Eleect. Doctor Haynie was asked to come forward 
and conduct the meeting. It was moved by W. W. Cot 
ton, M.D., Poteau, that nominations cease. Motion sec- 
onded and carried. 


Doctor Sugg resumed the chair and stated that the 
next office to be filled was that of Vice-President. F. R. 
First, Jr., M.D., nominated John F. Burton, M.D., Ok- 
lahoma City. L. Chester McHenry, M.D., Oklahoma 
City, nominated V. K. Allen, M.D., of Tulsa. No other 
nominations were offered and nominations were de- 
clared closed for Vice-President. 

The Speaker called for nominations for Secretary 
Treasurer. E. R. Muntz, M.D., Ada, nominated Lewis J. 
Moorman, M.D., Oklahoma City. A motion was made that 
nominations cease. Motion seconded and carried. 


The next office to be filled was that of Delegate to 
the American Medical Association. Ned Burleson, M.D. 
Prague, nominated Maleom Phelps, M.D., El Reno, 
Ralph Smith, M.D., Oklahoma City, nominated John F. 
Burton, M.D., Oklahoma City. It was moved that nom 


inations cease. Motion seconded and carried. 


The Chair stated that nominations were in order for 
Alternate Delegate to the American Medical Associa 
tion, C, M. Hodgson, M.D., Kingtisher, nominated Bruce 
Hinson, M.D., Enid. No other nominations were made. 

The Speaker declared the House adjourned i 
that the representatives of Districts 2, 5, 8, 11 and 14 


1 order 


might caucus and present nominations for Councilors 


and Vice Councilors, 


The House reconvened and the Speaker, Doctor Sugg, 
entertained nominations for Speaker of the House to fill 
the unexpired term of Doctor Sugg. C. Riley Strong, 
M.D., El Reno, nominated Maurice J. Searle, M.D., 
Tulsa. Bruce Hinson, M.D., Enid, nominated George H. 
Garrison, M.D., Oklahoma City. W. W. Cotton, M.D., 
Poteau, nominated Clinton Gallaher, M.D., Shawnee. 
Nominations were declared closed by the Speaker. 


The Speaker entertained nominations for Councilor 
and Vice-Councilor from District 2. Members of District 
2 nominated Clifford M. Bassett, M.D., of Cushing, for 
Councilor, and E. C., Mohler, M.D., of Ponea City, Vice 
Councilor, Doctor McHenry moved that the nominations 


be accepted. Motion seconded and carried. 


The Speaker called for nominations for Councilor and 
Vice-Councilor for District 5. McLain Rogers, M.D., 
nominated A, L. Johnson, M.D., El Reno, as Councilor, 
and Ross Deputy, M.D., Clinton, as Vice-Councilor. It 
was moved that these nominations be accepted. Motion 


seconded and carried. 


Doctor Allen, of Tulsa, presented nominations for 
District 8 as follows: Councilor V. K. Allen, M.D., 
Tulsa, and Vice-Councilor John E, McDonald, M.D., 
Tulsa. Motion made and seconded that the nominations 
be approved. Motion carried. 

A. T. Baker, M.D., Councilor from District 11, was 
the only representative present from that District. Nom 
inations were called for from the floor. A. L. Johnson, 
M.D., El Reno, nominated A. T. Baker, M.D., Durant. 
Doctor Baker nominated Thomas E. Rhea, M.D., Ida- 
bel, for Vice-Councilor. It was moved that the nomina- 
tions be accepted. Motion seconded and carried. 


Nominations for Councilor and Vice-Councilor from 


District 14 were as follows: Councilor — L. G. Living 
ston, M.D., Cordell, and Vice-Councilor — J. B. Hollis, 


M.D., Mangum. Motion made that the nominations be 
approved. Motion seconded and carried. 

The Speaker stated that the next order of business 
was the reading of the Council Report. The President, 
Ralph A. MeGill, M.D., Tulsa, read the report of the 
Council in full, which was as follows: 


COUNCIL REPORT 
The Council, as the Executive Board of this Associa- 
tion, is, by the Constitution and By-Laws, charged with 
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the responsibility of giving practical force and effect 
to the mandates and policies of the Association which 
must be determined by the House of Delegates. 

This report then will consist of an accounting by the 
Couneil of its efforts toward the accomplishment of the 
plans and purposes of the Association as laid dow 
by the House of Delegates. A most important integral 
part of the report will necessarily outline the present 
and anticipated business problems of the Association. 

As a result of the many types of external pressure 
which have been brought to bear on the profession dur 
ing this past vear of frequent changes and general w 
rest, your Council has from time to time, felt the need 
to develop policy for the Association, under its interim 
the By-Laws. 


authority as provided in 

In order that policies regarding such matters may 
be established by the House of Delegates, those matters 
will be presented in detail along with complete informa 
tion on the Couneil’s action to date and its further 


recommendations, 


MEMBERSHIP 

The total membership of the Association as of May 
18, 1951, was 1,564, consisting of 1,309 fully paid mem 
bers; 56 members paying half dues as provided in the 
By-Laws; 45 Honorary Members; 67 Life Members; 
8 Associate Members; 4 Junior Members and 56 mem 
bers in Military Service, the collection of whose dues 
has been temporarily waived pending final action by the 
House of Delegates. There are 17 Life and 2 Hon 
orary membership petitions to be presented to this 
House of Delegates for consideration. 

An amendment to the By-Laws has been prepared to 
provide for the exemption of members on active duty 
in the armed forces from the payment of the State 
Association dues on a quarterly basis as of the date 
of entry on active duty. That amendment also includes 
a provision for refunding the State Association dues 
on a quarterly basis to those members who have paid 
such dues in full to their entry on active duty with the 
armed forces. 

The fact that there are at this time 50 membership 
applications pending is sufficient to emphasize that each 
Component Society should be urged to take such steps 
as may be effective in insuring that each applicant for 
membership be advised promptly of his formal election 
to membership and of his resulting membership in the 
State Medical Association and the A, M. A., along with 


his individual dues responsibility. 


The Council has, for many years, urged the appoint 
ment of membership committees in all the component 
societies. The Council now urges that such committees 
develop a simple and satisfactory program for bring 
ing into membership all eligible physicians in the juris 
diction and for insuring that each member is made 
aware of both the benefits and obligations of his mem 
bership. 

The House of Delegates in 1950 adopted 
amendments to the By-Laws requiring the payment of 
A. M. A. dues by all active dues paying members of 
this Association not exempted by the A. M. A. Your 
Council is pleased to report that as of this date there 
are only 25 members who allowed their membership 
to remain lapsed by non-payment of the 1950 A, M,. A. 
membership dues. In regard to the 1951 A. M. A. mem 
bership dues the results are even more encouraging. 
While regulations of the A. M. A. provide that these 
dues become delinquent if not paid on or before Decem 
ber 31, 1951, the vast majority of those who have paid 
dues in this Association for 1951 have, at the same time, 
paid their 1951 A. M. A. membership dues. 


Your Council is doing its utmost in 1 
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t 
the A M. A. in an effort to insure that all those 


believes to be entitled to exemption fron 1. M 


membership dues shall be accorded that privilege 


gotiations with 


that connection it should be pointed out that the inaug 
uration of a dues system in the A. M. A. has been a 
task of considerable magnitude resulting in some u 
fortunate inequities which are being resolved as rapidly 
as possible. 

The matter of Fellowship in the A. M. A. and the 
Fellowship dues has become necreasingiv contusing 


the members of the medical associations throughout 


country in the past two years. The Ohio State Medica 


Association has presented to each of the 48 state n 


ical associations a resolution which it will submit 


the House of Delegates of the A. M \. at the Annua 


Meeting in June, 1951, which is designed to amet 


Constitution and I 


with the Fellowship classification. Your Couneil recor 
mends that the Delegates to the \ M \ from ft 


Association he instructed by this House of Dele 
to support this resolutior 


FINANCES 


Financing of the Association and its many activities 


must be given eareful consideratior Your Council 


submitting its recommendations concerning the budge 
and dues for 1952 calls to your attention that the 
financial condition of the Association is in a relatively 
strong position. 

Your Council reminds the House of Delegates that it 


sets the dues for membership and outlines the activities 


of the Association. 


The Council is not unmindful that with $25.00 di 


in the American Medical Asociation now mandatory 


the membership, the amount of state and county due 


become an increasing problem. The House of Delega 


should also understand that no part of the $25.00 d 


to the A. M. A. can be used by the State Associa 
tion or does the responsibility of the Association lesser 


in the discharge of its duties to protect the health 


al 


welfare of the people by the payment of A. M. A. dues 


In addition to the operating expenses of the Associa 


d 


tion which have been approved in past years and 
financed by $42.00 dues, the Association is now faced 
with a sizeable fee for legal services, 

The reserve funds of the Association amount t 
$12,398.80 in Government Bonds and the income of 
the Association for 1952 is anticipated as follows 

INCOME 
1340 members at $42.00 each $56,280.00 
Journal Revenue 13,500.00 
Bond Interests 167.5! 
Total $60,947.50 

The budget for the operation of the Association with 
no provisions being made for additional employees Is as 


follows: 


BUDGET 


Annual Meeting S$ 2 5000 
Postgraduate Committee 4,000.01 
Travel Expenses Delegates 

Officers-En plovees © 500.0 
Directory 500.0 
Auditing $00.00 
Dues and Subscriptions 100.00 
Public Policy Committee 4,700.00 
Employees Insurance & Gov 

ernment taxes 575.00 
Supplies 1,500.0 
Postage 1,500.00 
Press ( lipping Service 200.00 
Rent 600.00 
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Telephone & Telegraph .................. 1,500.00 meetings a year, or if the House of Delegates would pre- 
Stationery and Printing ................ 250.00 fer to continue on the basis of one meeting a year, 
Miscellaneous Office Expense leaving to the Council the responsibilities it has been 

(Repairs & Replacements) ...... 1,000.00 assuming in the past. 
Legal Expenses... 1,500.00 As your Council views the matter, if a second meeting 
Journal Printing & Engraving 12,500.00 of the House of Delegates is authorized the meeting 
Balaries —..........-.-..------sesssecsesseseeeneees 29,300.00 would be strictly a business meeting devoted to the 
sg, on business affairs of the Association with a six months 
Total .............-.-.-.---------- serereeeeeeeees $68,125.00 report of progress to be made by the Council and Com- 
69,947.50 mittees of the Association and need not be more than 

68,125.00 


1952 Anticipated Income over An- 
ticipated Expenditiures: .......... $ 1,822.50 
The cash balance of the Association as of December 
30, 1950, as shown by the audit report is $32,407.02. 
This represents an increase of $15,076.28 over the pre- 
vious year but this amount is misleading as to income 
ovre expenditures until it is understood that of the 
$15,076.28 — $10,000.00 represents a transfer of funds 
from the Public Policy Committee to the Membership 
Account. 
The total cash asset of the Association from which 
incurred obligations may be met is as follows; 
Cash Balance, December 30, 1950 ............ $ 32,407.02 
Anticipated Income 1951  .....................-0..-c-.--- 69,947.50 
$102,354.52 
Income over expenditures without consideration being 
given to legal fees that may be incurred is as follows: 


a aiaatahinnt $102,354.52 
Anticipated Expenditures exclusive of 
I ae 68,125.00 








$ 34,229.52 

Predicated upon this financial situation there would 

seem to be no need for a change in the dues of the 
Association at this time. 


FINANCE — MEMBERSHIP — DUES — 
HOUSE OF DELEGATES 

Elsewhere in the Council Report will be found a 
report on the recommendations of the Committee ap- 
pointed to study the Committee reorganization of the 
Association. This observation is made at this point for 
the reason of pointing out the need for a closer super- 
vision and integration of all affairs of the Association 
including the Council and the House of Delegates. 


For many years management of the Association and 
promotion of its activities were not so complicated that 
a need for reorganization was indicated, however, now 
that the profession is daily being faced with more and 
serious problems the Council submits for the considera- 
tion of the House of Delegates whether or not there 
should be two meetings of the House of Delegates — 
one to be the Annual Meeting in the Spring and the 
other meeting to be in the Fall. Your Council realizes 
that already there are perhaps too many meetings but 
at the same time would point out to the House of 
Delegates that the fiscal year of the Association is 
from January 1 to January 1 of each year and that 
it is rather unreasonable and not too good a business 
principle to try to anticipate necessary expenditures of 
the Association seven to eight months in advance and 
to recommend the financing of such a budget. 


The Council should like to have an expression from 
the House of Delegates as to whether or not it believes 
the House of Delegates should be more completely in- 
formed concerning all affairs of the Association and 
the problems of the profession as a whole to the extent 
that the House members would be willing to attend two 


a one day meeting. 

If the House of Delegates votes to meet twice a 
year the Council recommends that the budget for the 
Association and dues for membership which have al- 
ready been recommended, be laid on the Table and be 
the business of the Fall meeting of the House of Dele- 
gates, 

The Council also would point out to the House of 
Delegates that portion of this report which deals with 
membership as it pertains to loss of operating revenue. 
At the close of the year of 1949 there were a total of 
63 Life and Honorary Members; at the close of 1950 
the number had increased to 112; and counting those 
who have been nominated for such memberships for 
this meeting, 19 in number, the total number, not count- 
ing those who might have become deceased in the past 
year, will bring the grand total to 131. This represents 
a loss in income of $5,502.00 which must be made up 
either by limited expenditures or additional revenue 
from other sources. Your Council is not suggesting the 
doing away with these types of membership but is sug 
gesting to the County and District societies that they 
give careful consideration to the nominations they sub 
mit to be certain the individual member is entitled to 
and qualifies for such membership. 

Should the House of Delegates vote to have two 
meetings a year with the Fall meeting to be a business 
session, it will be necessary to amend Chapter VII, 
Section 3, and Chapter IX, Section 2, of the Consti 
tution. Amendments have been prepared to this end 
should the House of Delegates vote this procedure, but 
such amendments would not be in effect until the An 
nual Spring Meeting of 1952. The Council, therefore, 
recommends that until such time as the amendments 
become effective that the House of Delegates approve 
the budget herewith submitted and set the dues for 
1952 at the present sum of $42.00. 


COMMITTEES OF THE ASSOCIATION 
Upon request of the Council the 1950 House of Dele 
gates approved a study to be made of the committee 
structure of the Association for the purpose of re 
vamping the committees to give more continuity of put 
pose and administration to their function. The Commit 
tee appointed to accomplish this instruction of the 
House of Delegates was composed of the following Past 
Presidents: George H. Garrison, M.D., C. E. Northeutt, 
M.D., Paul B. Champlin, M.D., L. C. Kuyrkendall, M.D., 
and C. R. Rountree, M.D. This committee submitted the 
following report to the Council and the Council in turn 
submits the report to the House of Delegates with the 
recommendations that the report be adopted and the 
By-Laws amended. Corrective amendments have been 

prepared and appear elsewhere in this report. 


REPORT ON REORGANIZATION OF THE 
COMMITTEES OF THE O.S.M.A. 

Your Committee appointed to study and make recom 
mendations concerning committee reorganization of the 
Association makes the following report: 

At the present time there are 21 committees of the 
Association listed on the Committee page of the Journal; 
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in addition to these Committees, the Association has 
approximately 20 committees which have been appointed 
over the years and are considered to have ceased to 
exist due to lack of need or function. 

Due to the requests that come to the Association over 
the years for Association participation in problems and 
affairs in which the Association should be interested it 
became customary to appoint special committees for 
these projects rather than to assign them to committees 
then in existence due to the seemingly poor nomenclature 
of the titles of the committees. 

Your Committee feels that for the Association to 
properly function by Committees, six major divisions 
should be created for committee work. These are as 
follows: Professional, Publie Relations, Organizational, 
Education, Military and Civilian Defense and Advisory 


with the following breakdown — Standing Committees 
to be Credentials, Annual Session, Scientific Work 


and Exhibits, and Constitution and By-Laws. All other 
committees to be special committees and serve at the 
pleasure of the President. 

Your Committee also recommends the appointment 
of the following Special Committees classified by major 
division headings: 

PROFESSIONAL COMMITTEES 
Judicial, Professional and Grievances 
Public Health 
PUBLIC RELATIONS COMMITTEES 
Publie Policy and Publicity 
Physicians Hospital Relationships and Pre-paid 
Medical and Hospital Care Plans, 
Allied Professions. 
ORGANIZATIONAL COMMITTEES 
Constitution and By-Laws (Standing 
Annual Session (Standing) 
Credentials (Standing) 

Scientific Work and Exhibits (Standing 
Budget and Executive Office Management 
Necrology 
Organizational Insurance Programs 
Membership 
Advisory Committee to Woman’s Auxiliary 
EDUCATIONAL COMMITTEES 
Medical School and Postgraduate Education 
MILITARY SERVICE AND CIVILIAN DEFENSE 
Emergency Medical Service 
Veterans Medical Care and Rehabilitation 
Military Affairs 
ADVISORY COMMITTEES 
Department of Public Welfare 
Vocational Rehabilitation 

Your Committee also realizes that while larger com 
mittees in some instances are unwieldy, it is neverthe 
less important that all areas and groups of the pro 
fession be represented and for this reason recommends 
that each special committee be made up of one phy- 
sician from each Councilor District with the exception 
of the Public Relations Committee, this committee to be 
made up of 12 members, two from each Congressional 
District. It is also recommended that each committee 
have as an ex-officio member one member from the Coun- 
cil in order that at all Council Meetings committee 
work can be reported and coordinated. Your Committee 
further recommends that the Standing Committees 
recommended in the report remain as presently consti 
tuted under the By-Laws. The membership of these 
committees being as follows: Committee on Annual 
Session shall be composed of the President, the Presi 
dent-Elect and the Secretary-Treasurer and all other 
standing committees being six members in number and 
appointed on staggered terms of three years. 

The council commends this committee of Past Pres- 
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idents for an exceptionally fine piece of work in the 
study and recommendations which have been made. 
AMALGAMATIONS OF COUNTY SOCIETIES 
During the past year the following requests affecting 
the status of component societies have been received. 
These requests have met all the requirements of the 
Constitution and By-Laws and your Council recommends 
that the House of Delegates approve these requests. 
l. The amalgamation of Comanche and Cotton Coun 
ties to form the Comanche-Cotton County Medical 
Society. 

2. The removal of Johnston County from the present 
Atoka-Bryan-Coal-Johnston Medical Society. 
BOARD OF MEDICAL EXAMINERS 
The House of Delegates in the Annual Session of 
1950 approved legislation designed to give the State 
Board of Medical Examiners the right to initiate legal 
action in its own name for the purpose of securing 
writs of injunction for enforcement of the Medical 

Practice Act. 

As a result of that action and the combined efforts 
of the Board and your Public Policy Committee, such 
legislation was enacted in the session of the Oklahoma 





Legislature just past. 

Legislation approved by the Council has also been 
enacted to provide for the automatic suspension of the 
f those licensees who fail for three 


medical license « 
consecutive years to obtain a Renewal Certificate of 
Registration. Adequate provisions for reinstatement of 
such suspended licenses is included. 

The Council commends the Board for its constant 
diligence in calling to the attention of the Association 
the many matters of concern to the profession with 
which the Board is confronted. 

PREPAID VOLUNTARY HEALTH INSURANCE 

Your Council brings to the attention of the House o 
Delegates the need for a complete understanding of 


‘ 


this vital issue. No delegate here today needs to have 
impressed upon him the basie issue at stake. If the 
population will, in the American way, take care of its 
own health needs there will not be any need for a gov 
ernmental program. Your Council fully realizes that 
there are many problems involved in the operations of 
these voluntary health insurance programs which must 
be worked out through the mutual cooperation of the 
insurance company, or plan, the hospital, and the phy 
sician to give the public that which they desire and 
are demanding. Your Council, however, feels that it 
must point out to the House of Delegates that in some 
areas of the United States there is a growing tendency 
for hospitals to take over certain functions and pro 
cedures that by law are the practice of medicine. Your 
Council views this practice with alarm and is of the 
opinion that this problem must be considered and 
solved as soon as possible. 

Your Council would also call to your attention that 
three county medical societies of the Oklahoma State 
Medical Association haye entered into understandings 
with the Blue Shield Plan to accept Blue Shield pay 
ments as payment in full for professional services to a 
certain segment of the public who fall in a limited in 
come bracket. Due to the fact that this type of con 
tract, commonly known as a ‘‘service type’’ contract 
seems to be gaining in popularity over the United 
States, your Council recommends that the proper com 
mittee of the Association undertake a study in this 
field in order that information can be made available 
to eounty societies who desire to consider such types 
of contracts. The Council at this time neither recom 
mends nor condemns such contracts, 

MALPRACTICE INSURANCE 


Your Council reports to the House of Delegates that 
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as of May 15, 1951, over 1,000 members of the Associa- 
tion are covered by the Master Policy the Association 
holds with the London and Lancashire Indemnity Com- 
pany and enjoy its rate schedule. However, the Council 
must point out the startling increase in fhe number 
of malpractice suits being filed against physicians. Un- 
less the profession will recognize its responsibilities in 
this field there is nothing that can be done to combat 
a raise in insurance rates. Your Council commends the 
work being done by the County Committees when called 
upon and particularly commends these committees of 
the Oklahoma and Tulsa County Societies. 
ANNUAL MEETING 

The Annual Meeting of the Oklahoma State Medical 
Association which we will be attending during the next 
three days has yearly grown in size and quality. It is 
hoped that all of you will consider the technical diffi- 
culties involved in its promotion. The Council wishes to 
take this opportunity to publicly express its appreciation 
for the tremendous amount of work put forth by the 
Tulsa County Medical Society in making the meeting a 
success. Unfortunately it is not possible to mention all 
persons who have played such an important part in its 
promotion but the Council feels that all of you should 
know of the work done by Doctors Bob Funk and John 
Matt and Mr. Jack Spears, the Executive Secretary 
of the Tulsa County Medical Society, who have worked 
untiringly for its success, Your Council urges the mem- 
bership to express its opinions concerning the Annual 
Meeting in order that yearly arrangements can be 
made for the benefit of the majority of the members. 

EMERGENCY MEDICAL CARE 

Your Council feels it is unnecessary to take the time 
of the House of Delegates to point out the part medicine 
will play in national defense. The daily press is keeping 
the public informed in this field. The Council does 
report however, that the recently adjourned session of 
the Oklahoma Legislature has created a state commis- 
sion with an appropriation of $250,000.00 to organize 
for civilian defense. eCrtainly as this commission be- 
gins its work the profession will be asked to participate 
and your Council requests the complete and unqualified 
support of each county and district society and its in- 
dividual members. 

ALLIED PROFESSIONS AND ORGANIZATIONS 

It has been forcibly brought to the attention of the 
Council during the past year that there is a growing 
need for closer cootdination and cooperation between 
the medical profession and the allied professions and 
organizations. 

The experience of your Public Policy Committee in 
its relations with the Oklahoma State Nurse Association 
has served to emphasize the fact that apparent con 
flicts of interest are usually based upon misunderstand- 
ing. 

It is the belief of your Council that the medical 
profession can well afford to assume a position of lead- 
ership among the allied professions in an effort to pro- 
mote our common interests. 

A committee charged with the responsibility of meet- 
ing the challenge presented by this problem is provided 
for elsewhere in this report. It will be the purpose of 
your Council to do everything possible to insure that 
the commitee as appointed will be active and that 
its activities will he effective. 


POSTGRADUATE EDUCATION 
Outstanding among the activities of the Association 
has been the Postgraduate Training Program which has 
been conducted for the past twelve years. 
As has previously been called to the attention of the 
House, the financial contributions made to the Associa- 
tion for the Postgraduate Program by the Comp*.- 
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wealth Fund have been discontinued. The activities of 
the University of Oklahoma School of Medicine in the 
field of Postgraduate training have been accelerated. 

In view of these facts the Postgraduate Committee 
has carefully studied the many factors involved in con- 
tinuing ar effective Postgraduate Training Program 
and your Council urges that the findings and recom- 
mendations of the committee be given serious consid- 
eration when reported by the Committee. 

COMMITTEE ON MILITARY AFFAIRS 

Each of you will hear the report of this Committee 
during this session of the House of Delegates and for 
this reason the Council will refrain from outlining its 
work. Your Council however, cannot think of a single 
activity of the Association that has been more important 
than the splendid work of this Committee. Your Coun 
cil herewith publicly expresses its deep gratitude to 
the Chairman of the Committee, F. Redding Hood, M.D., 
of Oklahoma City, and all other members of this Com- 
mittee. The Council also urges each of you to attend 
the Wednesday afternoon symposium at 1:50 which will 
be conducted by General Paul I. Robinson of the Office 
of The Surgeon General of the Army and Colonel 
Richard H. Eanes, Chief Medical Officer of the Selective 
Service System. It is doubtful if any other State Med 
ical Association will have such an opportunity to hear 
discussed vital matters that will touch the lives of 
all of us. We owe it to our conferees who could not 
attend the meeting to give them a full report of the 
future needs of the military forces. 

EXECUTIVE SESSION 

During the past year the Council has had _ three 
matters come before it that it desires to present in 
Executive Session and recommends that as soon as the 
House of Delegates disposes of the Council Report that 
the House of Delegates go into Executive Session for 
the purpose of considering these matters. 

McLain Rogers, M.D., moved that there be two meet 
ings of the House of Delegates, as recommended in 
the Council Report. Motion seconded. The motion was 
discussed by several and a vote taken. The motion did 
not pass. 

Doctor McGill moved that the remainder of the Coun 
cil Report be adopted as read. Motion seconded by Bruce 
Hinson, M.D., Enid, and carried. 

The Speaker stated that the House would go int 
Executive Session for the remainder of the Council 
Report. It was moved that the Executive Secretary, As 
sociate Executive Secretary, Mr. Roy Lytle, H. K. 
Speed, M.D., Sayre, and the Secretary be permitted to 
remain for the Executive Session. Motion seconded and 
carried. 

(Proceedings in Executive Session) 

The Speaker announced that the Executive Session 
was closed and the press could be admitted. 

The Speaker called for the reports of the Com 
mittees, which were as follows: 

REPORT OF THE COMMITTEE ON 
INDUSTRIAL MEDICINE 

This committee has not met formally, but its mem- 
bers have exchanged ideas from time to time. 

The committee has been represented by one or more 
of its members at all regional and national meetings 
on Industrial Health and was represented at the semi- 
annual meeting of the A. M. A. Council on Industrial 
Health, which was held in Atlanta in February of this 
year. At that meeting, there was set up, a liaison ar- 
rangement between State Medical Society groups and 
the A. M. A. Council, through the election by the state 
groups of Dr, Charles Long, of Philadelphia, who 1s to 
act in the capacity of advisor to the council in matters 
that state groups wish to have considered by them, 
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such matters to be routed through Dr. Long. 

It was recommended by the Council and endorsed by 
this committee, that membership on the State Commit 
tee, be increased to permit men to serve on it that are 
not engaged in industrial medicine, so that there may 
be a better understanding between them. 

We feel, that there is a definite need for an annual 
meeting similar to the meeting being held in Houston, 
Texas, where medicine and management and labor can 
meet to hear and discuss advances in industrial medicine 
and hygiene This should be jointly sponsored by the 
Chambers of Commerce, the Association of Manufac 
turers and the Medical Society. It is further suggested, 
that this committee be instructed to explore the possibil 
ity of accomplishing this. 

Respectfully submitted, 
Matt Connell, M.D. 
Ike Bollinger, M.D. 
J. S. Chalmers, M.D., Chm. 
REPORT OF THE MEDICAL ADVISORY COMMITTEE 
TO VOCATIONAL REHABILITATION 

The Committee has devoted its attention during the 
year to the importance of physical medicine t 
the rehabilitation of the severely disabled, and the need 


acilities in Oklahoma 


increased physical medicine ft 
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The enlarged Committee, composed of eleven phy 
Siclans é entist, and e hospital administrator has 
held two meetings in which consideration has beer 
iven to the need for a rehabilitation center in Okla 
oma, wl would include both physical medicine and 


ational trainnu facilities. After careful investigation 
the conclusion was reached that the Okmulgee Branch 
of the Oklahoma A. & M. College could more easily be 
adapted t include all of the services of a true re 
habilitation center, than any of the present state insti 
tutions or facilities. In making this decision the Con 
mittee took into consideration the physical plant, medi 
eal and vocational facilities already available, and room 
for expansion. The school is housed in the plant form- 
erly known as the Glennan Army Hospital and as in 
all army hospitals the various units are connected by 
indoor ramps. 


The Committee has approached this matter carefully 


¢ 


and cautiously, and is encouraging the establishment of 
the physical medicine facilities at the Okmulgee Insti 
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tution with the idea that the two services will be fully 
integrated, thus providing motivation for the patient, 
medically and vocationally. The Committee’s aim also 
is that the new service shall develop along lines that 
are medically sound and in keeping with the best in 
terests and ideals of the medical profession. 

It is understood that treatment in the physical med 
icine section of the Center shall be under the direction 
of a physician licensed to practice medicine in Okla 
homa and preferably a doctor of physical medicine. 
Plans are now fairly well completed for the opening of 
the new facility before the end of the summer, and 
negotiations are under way to obtain the services of a 
medical director. The Committee will continue to advise 
on all matters involving medical policies, standards, and 
practices 

Respectfully submitted, 

Clinton Gallaher, M.D., Chairman, Shawnee 
J. O. Asher, M.D., Ardmore 
Bert F. Keltz, M.D., Okla. City 
John Perry, M.D., Tulsa 

Fred Pitney, D.D.S., Okla. City 
Mr. Harry Smith, Okla. City — 
INSURANCE COMMITTEE 
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Plans are now underway for our annual service period 
which is the time that members not participating in 
our program may apply for coverage, and new mem- 
bers will have an opportunity to learn full details. If 
you have not been contacted regarding the larger poli- 
cies now available, write Mr. Dick Graham in our 
Association State Office or write the North American 
Accident Insurance Company at 2305 Apeo Tower, Ok- 
lahoma City. 

Respectfully submitted, 

John E. MeDonald, M.D., Chairman Insurance Com. 
REPORT OF THE COMMITTEE ON RURAL HEALTH 
OF THE 
OKLAHOMA STATE MEDICAL ASSOCIATION 

The policies of the Rural Health Committee of The 
Oklahoma State Medical Association have been in the 
past, and continue to be, promotion of health in rural 
communities, attempting to elicit and coordinate with 
other organizations similarly interested. For the past 
five years this committee has met with and played an 
active part with committees from other states on rural 
health and The American Medical Association, which 
has been a very profitable association. 

Starting the past few years in the organization of 
Rural Health and discussion of the rural health prob 
lems which in short include: 

Promotion of the return of the country doctor to the 
rural areas in the villages to make medical care possible, 
medical care being a purchasable service, and promote 
better health in rural districts. In this goal it has been 
necessary that we consider health from all angles, with 
particular reference to the encouragement of rural well- 
equipped, suitably located and accepted hospitals, some 
being very sad mistakes, others a great asset. This was 
first considered and promoted by the offices of the as 
sociations, but this past vear we find the culmination in 
which was adopted the slogan ‘‘Let’s Do It Ourselves 
At The Local Level’’. 

The committee feels although this is a short report 
and can be summed up in a few words, the continued 
efforts of promulgation and betterment of health for 
rural people depends on coordination of this association 


with other groups interested in same, wt acting as ad 
vVisers, 
Respectfully submitted, 
Ned Burleson, M.D., Prague, Chairman; J. A. Mor- 
row, M.D., Sallisaw; M. H. Newman, M.D., Shat- 
tuck; F. K. Oehlschlager, M.D., Yale 
REPORT OF COMMITTEE ON 
CONSERVATION OF HEALTH 
CHANGING PROBLEMS IN PUBLIC HEALTH 
Oklahoma 
1950 

This is a report of the mortality, natality and mor- 
bidity experience in Oklahoma during 1950 compared 
with past years. Provisional figures were used for mor 
tality and natality information but final morbidity 
numbers were available for use. Health problems 
change; accordingly, the emphasis on prevention, con- 
trol and study of disease shifts from one disease to 
another. Mortality and morbidity data are indispensable 
tools to be used as indications of where special interests 
should lie. 

The accuracy of data which are presented in any 
report such as this is dependent upon the completeness 
and the consistency of the reporting from practicing 
physicians or midwives on prescribed forms — the 
death certificate, birth certificate and reportable dis- 
ease card. Because of improved control measures and 
modern preventive medicine, acute communicable dis- 
eases do not endanger the public’s health to the degree 


they did twenty and thirty years ago; however, with 
the new threat which has arisen in possible biological 
and chemical warfare, the prompt reporting of these 
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diseases has become very important. Reporting to the 


local health department provides the only source of in- 
formation as to the current disease conditions through 
out the country. 

To help practicing physicians keep abreast of the 
changing health problems and concepts in preventive 
medicine, a number of one- or two-day symposiums or 
institutes have been held each year. During the fiseal 
year July, 1949 - June, 1950, a total of 120 doctors 
attended institutes on mental health, 130 attended 
meetings on heart diseases, 133 attended institutes on 
orthopedics and pediatrics, and 808 attended cancer 
institutes. A series of poliomyelitis institutes was held 
also, but no record was made of the number of phy- 
sicians in attendance. In addition, six doctors attended 
classes for one week or longer on heart diseases, one 
attended a refresher course on venereal diseases in Hot 
Springs, and one completed a 12-month course in mental 
health. 

More Babies Born in Hospitals 

In 1950, approximately 84.4 per cent of the 49,707 
babies born in Oklahoma were delivered in hospitals, 
This figure was twice that of 1940, when only 40.1 per 
cent of the infants were born in hospitals. In addition, 
13 per cent of the 1950 babies were delivered by phy 
sicians in homes or maternity homes, leaving only 2.6 
per cent of the babies being born without a medical 
attendant at birth. This latter figure, though small, has 
changed little since 1940; during that year 2.9 per cent 
of the babies had non-medical attendants at birth. 

Neonatal Mortality Still an Important Problem 

The decreasing infant death rate has shown progress, 
but the problem now is saving lives of the younger 
babies, those under one month of age. The number of 
babies that die before their first birthday has shown a 
considerable decrease. In 1930, a total of 2,581 infants, 
a rate of 60.7 per 1,000 live births, died during their 
first vear. In 1950, the infant mortality rate had drop 
ped to 29.8, representing 1,481 infant deaths. While 
the death rate for babies under one month of age has 
decreased, from 32.5 in 1930 to 21.0 in 1950, the de 
crease in deaths in this age group has been propor 
tionately small as compared to the decrease in deaths 
among the babies one through eleven months of age. In 
1930 only 53.5 per cent of the total infant deaths were 
under one month of age; in 1950 about 70.6 per cent 
of the total infant deaths were under one month of age. 

Along with the shift in age distribution of infant 
deaths has been a change in the causes of these infant 
deaths. The proportion of the infant deaths due to 
infective and parasitic diseases, and diseases of the res 
piratory and digestive systems has decreased. The per 
centage of the deaths due to congenital malformations, 
injuries at birth, immaturity and other diseases of 
early infancy all of which take a high toll among 
the very young infants has increased, The following 
table shows a comparison of the cause of infant deaths 
in 1930 with those in 1950, 

Infant Deaths, Number and Per Cent, by Cause 

Oklahoma 


1930 and 1950 





1930, —COS™” 1950 
Per Per 
Cause of Death No. Cent No. Cent 
Infant deaths, all causes ........2,581 100.0 1,481 99.9 
Inefective and parasitic 
0 Se 270 10.5 49 3.3 
Pneumonia and other respira- 
| ae 401 15.5 169 11.4 
Gastro-enteritis and other di- 
gestive diseases ............... 383 14.8 73. «(4.9 
Congenital malformations ......... 166 6.4 181 12.2 
eee 140 5.4 147 9.9 
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Immaturity (Prematurity)* 





and 680 | 367 
{ bb 47.3 
Other diseases of early in 
fancy 7 194 
Other defined causes 18S 7.3 
Unknown and ill-defined causes 159 6.2 


*Due to changes in coding procedures, the figures for 
these causes are not comparable for the two years 


except when added together. 


Maternal Mortality Declines 

Twenty years ago, in 1930, the maternal mortality 
rate in Oklahoma was 6.9 deaths from maternal causes 
per 1,000 live births. This rate has been reduced to 0.7 
in 1950, when only 34 deaths were assigned to diseases 
if pregnancy, childbirth and the puerperium. 

The greatest decrease in maternal deaths has been 
in deaths due to septic conditions. Deaths due to tox 
emias, hemorrhage, and other maternal causes have de 
creased considerably too, but the importance of toxemias 
as a cause of maternal deaths has increased propor 
tionately as the deaths from septic conditions have de 
clined, as shown in the table below. 

Causes of Maternal Deaths 
Oklahoma 


1930 and 1950 


Cause of Death 


Maternal deaths, all causes 292 100.0 4 vo. 
Sepsis 129 $4.2 § 23.5 
Toxemias 78 26.7 14 41.2 
Hemorrhage 23 7.5 6 7.6 
Other 63 21.4 6 17.6 


Changes in Leading Causes of Death 

The three leading causes of death in 1950 accounted 
for over half the 18,934 deaths that occurred in Okla 
homa during that year: heart disease 31.3 per cent, 
cancer 13.7 per cent, and vascular lesions of the 
central nervous system 10.1 per cent. This was a 
decidedly different picture from that in 1920 when 
pneumonia, influenza, and tuberculosis were the to] 
three causes of death. Pneumonia, influenza, and tuber 
culosis, combined, accounted for only 6.8 per cent of the 
deaths in 1950. By 1940 heart disease, cancer, and cereb 
ral hemorrhage were in the first three positions as causes 
of death but even then they only accounted for 37.4 
per cent of the total deaths. 


Accidents, which was the fourth leading cause of 
death in 1920, has shown little change as a cause of 
death. Deaths due to accidental causes totaled 1,317, 
seven per cent of the total deaths, in 1950; they still 
ranked as the fourth leading cause of death among 
the general population and were, as a group, the first 
cause among children and young adults. 


The decline in the number of deaths from infective 
and parasitic diseases has shown evidence of definite 
progress in the control of those diseases. In 1950, only 
270 deaths were assigned to infective and parasitic dis 
ease (excluding influenza, pneumonia, and tuberculosis) 
as compared to 1,432 deaths in 1920. Whooping cough 
accounted for the largest number of deaths in this 
group of diseases in 1950, with 21 deaths attributed to 
the disease. 

The table below summarizes the deaths due to some 
of the important causes in 1950 as compared to 1920. 
Deaths from Important Causes, Number and Rate 
Oklahoma 
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1920 and 1950 
9V0 950 
192 195 


Cause of Death Number Rate* Number Rate* 





Deaths, all causes 16,054 
Pneumonia 1582 77.3 26.6 
Influenza 1,36 66.6 9.6 
Tuberculosis 1,128 5.1 22.1 
Accidents 1.067** 52.1 59.0 
Heart diseases 755 3O0 65.4 
Malignant neoplasms 617 30,2 116.1 
Vascular lesions of the 

CNS 94S $0.55 2,191 98.1 
Infective and parasitic 

diseases t 1452 70.0 270 12.1 


*Rate represents number per 100,000 estimated popu 
lation. 
tExcluding pneumonia, influenza, and tuberculosis 


**Estimate based on data for 1921 and 1922. 


Changes in Communicable Disease Problems 

Many diseases have shown a marked decrease during 
the past twenty and thirty years Smallpox in 1930 
attacked 2,560 persons, whereas in 1950 only 5 cases 
were reported, and there was considerable doubt in re 
gard to the diagnosis, Likewise, in the same period of 
time the attack rate per 100,000 population for typhoid 
and paratyphoid declined from 47.1 to 4.4; searlet fever 
from 57.8 to 23.8; diphtheria from 50.8 to 5.9; dy sen 


tery from 11.4 to 6.8 and malaria from 92.7 to 4.2 


Some diseases show little improvement and have prov 
ed difficult to 
epidemiological and the curative standpoints. In_ the 


‘ontrol. These deserve study from the 


past ten years a few diseases have actually shown an 
upward trend in the number of cases reported. Although 
in some instances this may indicate better reporting, as 
for tuberculosis, still the cases are occurring and con 
trol measures need to be taken. The rates for the two 
years, 1940 and 1950, for tuberculosis were 71.8 and 


90.9, respectively; for poliomyelitis, 6.9 and 23.9. 


Some diseases which vary from year to year but 
show no definite trend for improvement are meningococ 
cal meningitis, infectious encephalitis, whooping cough, 
undulant fever, Rocky Mountain spotted fever, influ 


enza, pneumonia and measles, 


Your committee wishes to express our appreciation to 
Doctor Grady Mathews, State Commissioner of Health, 


for valuable assistance in making this report 


Recommendations: 
1. That we be more diligent in making our morbidity 
and mortality reports in order that our vital sta 
tistics will more accurately reflect the true health 
of our people and point out where we need to place 
more emphasis on control. 

2. That we continue our educational drive on the pre 
vention of home and automobile accidents, 


That all members of our association give their 
whole hearted support to the state program of 


civilian defense and the state defense blood pro 
gram. 
Respectfully submitted, 
Onis G. Hazel, M.D., Chairman 
Committee on Conservation of Health 
Members: 
Glen McDonald, M.D., Pawhuska 
Elton LeHew, M.D., Guthrie 
W. K. Haynie, M.D., Durant 
Rhonald Whiteneck, M.D., Waynoka 
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Public Policy and Publicity: John E. MeDonald, M.D., 
Tulsa, Chairman. Doctor McDonald commended each 
member of the Committee and the Woman’s Auxiliary. 
He stated that the doctor, im his relations in his office 
ean do more for publie relations in the medical pro- 
fession than any committee in the world. Doctor Me- 
Donald stressed the point that each physician has pub- 
lie relations duties to his community, to legislation, and 
health programs. He stated that some of the present 
text books were being investigated by the Woman’s 
Auxiliary. Doctor MeDonald also pointed out the im- 
portance of press and radio — and that it was the 


responsibilty of the profession to cooperate with them. 


Redding Hood, 


Committee on Military Service: F. 
M.D., Oklahoma City, Chairman 


Doctor Hood recommended to the House of Delegates 
that the present committee be appointed again for the 
coming year both on a state and county level. He 
thanked the members of the committees, the employees 
in the State Office, for their cooperation. He announced 
the luncheon meeting of the Committee on Wednesday 
and the symposium on Wednesday afternoon. 


Scientific Work: John G. Matt, M.D., Tulsa, Chair- 
man, presented the program of the Oklahoma State 
Medical Association Annual Meeting as the committee 
report. He reported a greater advanced registration for 
1951 than at any previous time. 


Postgraduate Committee: Harry A. Daniels, M.D., 


Oklahoma City, Chairman. 


Doctor Daniels reported that after the present course 
is ended in June of this year a change will be made. 
Due to the fact that instructors are so difficult to find 
and since the Commonwealth Fund in New York ean 
no longer support the Post Graduate Program the pro- 
gram for the future will be as follows: The state will 
be divided into 15 centers and postgraduate programs 
carried out once a month for six months, beginning 
in the fall and ending in the spring the program 
to be composed of an an afternoon program and an 
after dinner program with two speakers assigned to 
the meeting. The program topics and faculty to be 
selected and arranged jointly by the Postgraduate Com- 
mittee of the Oklahoma State Medical Association and 
the Office of Postgraduate Division of the University 
of Oklahoma School of Medicine. Doctor Daniels asked 
the House of Delegates to endorse the proposed change. 
L. Chester McHenry, M.D., moved that the recommen- 
dation of the Committee be approved if, in the budget, 
there are provisions for such a program. Motion sec 


onded and carrie d, 


Doctor John Burton, Oklahoma City, was recognized 
and introduced John Cline, M.D., San Franciseo, Cali- 
fornia, President-Elect of the American Medical Asso- 
ciation. Doctor Cline spoke briefly, commending Okla- 
homa for what it stands for and for what the profes- 
sion in Oklahoma is doing. He brought greetings from 
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the American Medical Association and best wishes for a 
successful meeting. 


Crippled Children’s Committee: Earl D. MeBride, 
M.D., Oklahoma City, Chairman. 


The Crippled Children’s Committee of the Oklahoma 
State Medical Association reports that there is no essen- 
tial change in the procedure of holding Crippled Chil- 
dren’s Clinies during the year, by the Oklahoma State 
Commission for Crippled Children, It wishes to report 
that the chairman of the Committee was present at 
the Senate hearing on Senate Bill, providing for an 
appropriation of $300,000. to establish a Cerebral 
Spastic School at Norman, Oklahoma. The Committee 
opposed the location of this institution at Norman, and 
presented an argument that it should be in the Medical 
Center, with the Crippled Chidlren’s Hospifal at Okla- 
homa City where the children would receive all the bene 
fits afforded by the institution already established on 
the premises of the Oklahoma State School of Medicine, 
and its University and Crippled Children’s Hospital. 


The bill passed and the Commission for Cerebral 
Spastic School decided that the Institution should be 
at Norman, Oklahoma. The Committee wishes to sug- 
gest that the Medical Profession of the State of Okla- 
homa assume more interest in the Crippled Children’s 
Clinies when they are held in their communities. 

Respectfully submitted, 

Earl D. MeBride, M.D., Chairman 

L. S. Willour, M.D., McAlester 

Ben H. Nicholson, M.D., Oklahoma City 
D. H. O’Donoghue, M.D., Oklahoma City 
C, A. Traverse, M.D., Alva 

Ian MacKenzie, M.D., Tulsa 


The next order of business was the reading of an in 
vitation to hold the next Annual Meeting in Oklahoma 
City. The following letter on behalf of the Oklahoma 
County Medical Society was read by Doctor McGill: 


Dear Doctor McGill: 
On behalf of the members of the Oklahoma County 
Medical Society, I wish to extend a most cordial 
invitation to the Oklahoma State Medical Associa 
tion to hold its 1952 Annual Session in Oklahoma 
City. 
Yours very truly, 
OKLAHOMA COUNTY MEDICAL SOCIETY 
Floyd Moorman, M.D., President 


John Matt, M.D., Tulsa, moved that the invitation be 


accepted, Motion seconded and carried. 


C. M. Hodgson, M.D., moved that a committee be ap 
pointed to investigate the possibility of establishing a 
chair in the Oklahoma Medical Research Foundation for 
maintaining the study of health for the people of Okla 


homa. Motion seconded and carried. . 
The meeting was declared adjourned by the Speaker 
to reconvene at 7:30 for the Second Session in the Ivory 


Room, Mayo Hotel. 


Minutes of Second Session in August Issue 
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Effective against many bacterial and rickettsial infections, 
as well as certain protozoal and large viral diseases. 


AUREOMYCIN 


Hydrochloride Crystalline 


— = an =] 
- 7 





The Obstetrician is daily finding 


aureomycin an increasingly valuable agent for the prevention and treat- 
ment of infection. It may be given to advantage prophylactically in long 
and difficult labors and in all operative deliveries or infected abortions. 
Aureomycin not only attacks the maternal disease but also, by its 
passage in therapeutic concentrations into the placental circulation, treats 
possible infection in the child before and during birth. Aureomycin has 
proved its usefulness in endometritis, parametritis, urinary infection, in- 
fected thrombophlebitis and other infections, caused by a wide variety 
of organisms. Aureomycin is a drug indispensable to obstetric practice. 
Packages 


Capsules: Bottles of 25 and 100, 50 mg. each capsule. Bottles of 16 and 100, 250 mg. each capsule 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared by adding 5 cc. distilled water. 


LEDERLE LABORATORIES DIVISION 
amerrcan Cyanamid company 


7 


30 Rockefeller Plaza, New York 20, N. Y. 








300 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION July, 1951 


OFFICERS OF COUNTY SOCIETIES, 195] 


COUNTY PRESIDENT 
Alfalfa.......... ----eee-e- OFrrest Hale, Cherokee 
Atoka-Bryan-Coal........B. B. Coker, Durant 
Beckham : H. K. Speed, Sayre 
Blaine sesseeeseceeeeeeeeeetd. R, Anderson, Watonga 
Caddo _ ....Edward T. Inman, Apache 
Canadian............... C. Riley Strong, El Reno 
Carter-Love- 

Marshall....................James T. Godfrey, Jr., Ardmore 
I tacts sntiscaspsehtiohasnal R. K. McIntosh, Jr., Tahlequah 


Choctaw- Mer urtain- 
Pushmataha.. = 
erases M. M. Wickham, Norman 
Comanche-Cotton.........Fred T. Fox, Lawton 
amalgamation 
pending ) 


Creek E. W. King, Bristow 
Custer..... = .......W. C, Tisdal, Clinton 
East Central 

Oklahoma J. T. Woodburn, Muskogee 
Garfield-Kingfisher Raymond D. Jacobs, Enid 
Garvin..... ‘ Ray E. Spence, Maysville 
Grady yi he H. H. Macumber, Chickasha 
Grant..... I. V. Hardy, Medford 
Greer F. W. Coggins, Granite 
Haskell-LeFlore...........N. K. W illis ums, McCurtain 
Hughes....... V. W. Pryor, Holdenville 
Jackson..... mere A. W. Starkey, Altus 
Jefferson...... ..O. J. Hagg, Waurika 
Kay-Noble W. O. Armstrong, Ponea City 
Kiowa-Washita ..Aubrey E. Stowers, Sentinel 
Lincoln. ‘ ..Ross P, Demas, Stroud 
Logan. : ... A. Hahn, Guthrie 
Murray..... ; : 
McClain ° : .I. N. Kolb, Blanchard 
Northwestern. ....M. H. Newman, Shattuck 
Okfuskee . M. L. Whitney, Okemah 
Oklahoma............. Floyd Moorman, Oklahoma City 
Okmulgee se ........ohn Cotteral, Henryetta 
Osage......... atin Robert E. Dean, Fairfax 
Ottawa-Craig.... ...Don H. Olson, Vinita 
Payne-Pawnee..............James D, Martin, Cushing 
Pittsburg............. vimanas Thurman Shuller, McAlester 
Pontotoce........................C. F. Needham, Ada 
Pottawatomie...............Leon D. Combs, Shawnee 
Rogers-Mayes..............-- E. H. Werling, Pryor 
Seminole.......... weet. N, Deaton, Wewoka 
Stephens............ .....Richard A. Ellis, Dunean 
Texas-Cimarron ....L4 G. Blackmer, Hooker 
eee ee 
nee W. A. Showman, Tulsa 


Washington-Nowata....R. J. Bogan, Bartlesville 


Woods. — ..Kenneth L. Peacher, Waynoka 


STATE BOARD OF HEALTH 


Grady F. Mathews, M.D., Commisioner, Oklahoma City. 


(Number after name indicates years to be served.) 


Arnold Schwaiioc), Eaginese. El Reno (9); M. L. Whitney, 

M.D., Okemah (8); C Rountree, M.D., Oklahoma City (2); 
Bert "Loy, Seated PL ery Oklahoma City (5); A.G 
Reed, D.O., Tulsa (4); Charles Ed White, M.D., Muskogee 
(3); Otto Whiteneck, D.D.S., Enid (2); T. H. McCarley, M.D., 
McAlester (9); Roy L. Fisher, M.D., Frederick (4). 


SECRETARY MEETING TIME 


Jack Parsons, Cherokee Last Tues. each 
second month 

W. A. Hyde, Durant 

V. R. Payne, Cheyenne Second Tuesday 

Virginia Curtin, Watonga Second Thursday 

E. T. Cook, Jr., Anadarko : 

Francis W. Hollingsworth, El Reno 





Vance Malone, Jr., Ardmore Second Tuesday 

H. A. Masters, Tahlequah First Tuesday 

Thomas E. Rhea, Idabel 

O. R. Gregg, Norman Fourth Thursday 

Joseph N. Mitchell, Lawton Second T ay 

W. M. Hindman, Sapulpa Second Tuesday 

Ralph Simon, Clinton Third Thursday 

Virgil D. Mathews, Muskogee Second Monday 

Roseoe CC, Baker, Enid Fourth Thursday 

Hugh H. Monroe, Pauls Valley Wed. before 
third Thursday 

J. J. Swan, Chickasha Second Thursday 

F. P. Robinson, Pond Creek ; 

J. B. Hollis, Mangum Second Monday 

G. M. Hogaboom, Heavener First Wednesday 

Gene Slagel, Holdenville Third Tuesday ; 

Fred W. Becker, Altus Last Monday 

Harold A. Rosier, Waurika 

Thomas C. Glasscock, Ponea City Second Thursday 

C. D. Northeutt, Ponea City , 

Executive Secretary 

James F. MeMurry, Sentinel First Wednesday 

Carl H. Bailey, Stroud Third Tuesday 

John Souter, Guthrie 

- McCurdy, Jr., Pureell 

be m C. England, Woodward 2nd. Thurs. Even Mos 

W. P. Je »nkins, Okemah 2nd Mon. ea. Mo. 

P. K. Graening, Oklahoma City Fourth Tuesday 

Mrs. Muriel Waller, Exec. Secy. 

S. B. Leslie, Okmulgee Second Monday 

E. C. Bond, Fairfax Third Thursday 

J. E. Highland, Miami Third Thurs. Ea. Mo 

E. M. Thorp, Cushing Third Thurs. 

H. C. Wheeler, McAlester Third Friday 

W. T. Gill, Ada First and Third Wed. 

Clinton Gallaher, Shawnee Third Wednesday 

P. 8. Anderson, Claremore Third Wednesday 

Mack Shanholtz, Wewoka Third Wednesday 

W. A. Heflin, Duncan 

J. F., Morgan, Guymon 

oO, G, Bacon. Frederick 

Harold J. Black, Tulsa Second and Fourth 

Jack Spears, Exec. Secy. Monday 

F. C, Lawrence, Bartlesville Second Wednesday 
Odd Months 

F. LaFon, Alva Second Wednesday 


( ddd Months 


STATE BOARD OF MEDICAL EXAMINERS 


H. C. Weber, M.D., Bartlesville, President; Clinton Calla- 
her, M.D., Shawnee, Secretary; R. B. Gibson, M.D., Ponca 
City; Hugh H. Monroe, M.D., Pauls Valley; Everett G. King, 
M.D., Duncan: O. C. Newman, M.D., Shattuck; and John 
Perry, M.D., Tulsa. 
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